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THE PRINCIPLES GOVERNING PROGNOSIS IN 
HEART DISEASE.' 


By L. E. Hurtey, M.D., M.S. (Melbourne), 
Honorary Physician to Out-Patients, Melbourne Hospital. 


Tue sbject upon which you have asked me to 
speak _ “The Principles Governing Prognosis in 
Heart Disease”. In the time at my disposal it 
would not be possible, nor perhaps would it be 
desirable, to discuss details at any length. There 
is a distinct danger that too great a concentration 
on isolated aspects of the problem would tend to 
obscure the importance of the main fundamental 
principles. If these be fully understood, the details 
fall naturally into their proper place. 

Prognosis is perhaps the most difficult, and at 
the same time one of the most important and 


1Read at a meeting of the Victorian Branch of the British 
Medical Association on September 17, 1932. 


fascinating aspects of medicine. It demands above 
all things a well balanced perspective as to the 
relative worth of phenomena and an understanding 
of the essential nature and course of the patho- 
logical processes of diseases affecting the heart. 
The patient wants to know, not whether he has a 
murmur, a leaky valve, an enlarged heart, or an 
inverted 7’ wave, but whether we can tell him if his 
symptoms will be relieved, how long he is likely 
to live, and what is the risk, if any, of sudden death. 

Much may depend on a cardiac prognosis. The 
choice of a future occupation, the advisability of 
pregnancy or marriage, the regulation of the 
patient’s activities, and the subsequent happiness 
of the individual, may all be influenced by our 
verdict. Before giving a prognosis, therefore, all 
the evidence should be carefully weighed. An in- 
correct diagnosis or an unjustifiable bad prognosis 
of heart disease may cloud a patient’s subsequent. 
life and happiness. If suspicion is unjustly cast 
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on “the hidden seat of life”, untold harm may be 
done. Suicide has been known to occur in patients 
who have been wrongly diagnosed as having heart 
disease. 

In any patient suspected of having heart disease 
there are three main questions that have to be 
considered : 

1. What is the degree of damage to the cardio- 
vascular system as a whole, particularly the myo- 
cardium? This is estimated chiefly by a careful 
consideration of the symptoms. Cardiac failure is, 
to a very large extent, myocardial failure, and 
disease affecting valves, vessels and other parts 
manifests itself, as far as disturbance of function 
is concerned, indirectly through its effects on the 
myocardium. Abnormal physical signs indicate 
structural changes; the significance of these changes, 
if present, is determined largely by any resulting 
disturbance of function, which they tend to cause. 

2. Is the apparent damage as estimated by 
symptoms and signs due to a treatable factor or 
to some temporary or removable cause? 

3. What is the possibility or probability of 
further change in the future? This may conceivably 
be due to extension of the original cause of the 
heart disease, for example, syphilis, to the gradual 
wearing down of a _ heart working under a 
mechanical difficulty, or lastly, to the natural pro- 
gression accompanying advancing years. 

Before an attempt is made to estimate the amount 
of permanent organic damage to the heart, any 
treatable or removable cause should be dealt with. 
Rapid and irregular heart action due to auricular 
fibrillation should receive appropriate treatment. 
Any source of infection or of toxemia, for example, 
a septic gall-bladder or a toxic goitre, should be 
removed. If there has been any temporary spoiling 
of heart muscle from some recent infection, such as 
pneumonia or influenza, sufficient time should be 
allowed to elapse before attempting to estimate 
the degree of permanent change. If anwmia or 
syphilis be present, appropriate treatment should 
be instituted. Myocardial exhaustion, resulting 
from lack of sleep or over-exertion, should be 
eliminated by a period of rest. 

These remarks are necessarily very brief, but they 
serve to illustrate the fact that the heart may be 
affected by a number of conditions which may be 
amenable to treatment or temporary in their action, 
and that before an attempt is made to estimate 
the degree of permanent cardiac impairment, such 
factors should be carefully considered and 
adequately treated. 

Having dealt with any temporary or controliable 
factor that might be present, by what means are 
we to assess the amount of permanent organic 
damage? In deciding this question, we may 
consider symptoms, physical signs and the results 
of special methods of examination such as 
electrocardiography. They all have their uses, but 
the most important is a careful study of the 
patient’s symptoms. The function of the circu- 
latory system is to supply blood to the tissues at 


a certain rate, that is a certain amount of blood in 
a given time. If it fails to do this because of 
disease in the myocardium, vessels, valves or other 
parts of the heart, then symptoms will result. If 
a heart is not functionally efficient, symptoms will 
be present; on the other hand physical signs may 
be entirely absent. Unusual physical signs, 
indicating unimportant structural changes, may 
also be present, yet there may be no symptoms either 
at the time or later. A detailed inquiry into the 
patient’s symptoms, therefore, is the most important 
factor in assessing the condition of the heart as a 
whole. 

In dealing with symptoms it is necessary to 
consider what are the essential and important 
symptoms of an inefficient heart and also their 
degree. Shortness of breath on exertion conveys 
nothing unless it be carefully considered with 
respect to the patient’s age, sex, weight, habits, 
nervous temperament, and degree of exertion 
necessary to induce it. To assess the exact 
degree of shortness of breath and the significance to 
be attached to it, demands much judgement and 
patient inquiry, and is more difficult than to make 
an accurate physical examination. Patients are 
apt to assume that a diseased heart can be easily 
recognized by the use of the stethoscope, and may 
be inclined to resent a detailed inquiry into the 
exact degree of their shortness of breath and the 
circumstances under which it arises. If a normal 
amount of physical exertion can be undertaken 
without any distress, then it is fairly safe to assume 
that, at the time, the heart is efficient. 

Patients with heart disease may complain of a 
variety of symptoms, but there are only two which 
are of first rate importance, and these are dyspnoea 
and pain, the former being due chiefly to an 
insufficient supply of oxygenated blood to the 
tissues and cerebral centres, and the latter to a 
similar deficiency with respect to the myocardium. 

Shortness of breath on exertion is probably the 
commonest symptom of cardiac impairment, and 
if extra-cardiac factors be excluded and due 
allowance be made for age, weight, sex, habits and 
nervous temperament, is a fairly reliable guide to 
the degree of myocardial involvement. 

Nocturnal disturbances in breathing are quite 
common and important and if not described by 
the patient should be questioned for. They may 
precede any definite or marked shortness of breath 
on exertion. Attacks of cardiac asthma or acute 
pulmonary wdema are not likely to be overlooked 
and are of grave prognostic significance. A 
diagnosis of bronchial asthma occurring for the 
first time in a middle aged or elderly patient should 
be made with caution, and only after cardiac and 
renal disease and tumour and aneurysm in the chest 
have been excluded, as for as is possible. The 
necessity of using a higher pillow at night is a 
common symptom of beginning cardiac failure and 
may precede for quite a considerable time definite 
attacks of cardiac asthma. It is usually of serious 
prognostic omen, indicating a fairly severe degree 
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of myocardial involvement, particularly in 
syphilitic heart disease, although it may be present 
for years in certain types of cardiac disease, 
especially rheumatic conditions associated with 
mitral stenosis. 

It would not be possible in the scope of this 
paper to discuss the different varieties of cardiac 
pain. The severe and prolonged agony of coronary 
thrombosis, with its accompanying symptoms of 
shock, can now be recognized in most cases without 
much difficulty. Then there is the paroxysmal 
pain of “organic angina”, probably due to an 
inadequate supply of oxygenated blood for the 
demand made by the myocardium. Secondary, toxic 
or pseudo-angina is not associated with any serious 
organic disease, and is possibly due to the combina- 
tion of a toxic factor with a hypersensitive nervous 
system. Less important types are the retro- 
sternal discomfort seen in aortitis, the soreness, 
tenderness and dull pain over a much enlarged 
heart, and the prolonged sense of pressure and 
discomfort in patients with arteriosclerosis and 
a high blood pressure. 

In practice, the main difficulty is to diagnose 
organic angina from the secondary or toxic variety. 
This is usually easy, but occasionally difficult. In 
approximately 75% of cases of organic angina there 
are definite physical signs of organic heart disease. 
The intensity of the pain is of very little assistance, 
as it may be severe in both types. The duration of 
the pain is of considerable help, short in organic 
angina and frequently prolonged in toxic angina. 
In true angina the pain is usually retrosternal as 
well as precordial, but in toxic angina it is much 
more frequently precordial only or submammary. 
The pain of toxic angina is often described as being 
cutting or stabbing, terms which are rarely used by 
patients afflicted with true angina. Is the patient 
of the hypersensitive type? Organic angina is very 
rare in young nervous individuals, particularly of 
the female sex, and when it does occur is usually 
associated with aortic regurgitation. The manner 
in which the history is given is of great assistance. 
The patient with true angina will describe in a 
calm and collected way how the pain comes on with 
a certain amount of exertion, and then he feels 
that he must stop, and that in between attacks he 
feels well. The patient with pseudo-angina is 
usually much more diffuse and voluble. The pain 
in a general way is brought on by exertion, but is 
not so directly related to it, and may come on while 
he is at rest. There is not the same instinctive 
desire or almost command to stop, and in between 
attacks of pain the patient does not feel well and is 
full of indefinite complaints. Over-indulgence in 
tobacco, the presence of a definite septic focus, 
recent recovery from influenza or from some other 
acute infection, or recent loss of blood and anemia 
may all account for cardiac pain of the pseudo- 
anginal type, and evidence of these should be sought 
for. 

True anginal pain is of very definite prognostic 
value. The average duration of life, excluding 


those patients who die in the first attack, is between 
five and six years. Mackenzie was able to report 
eleven patients surviving more than eleven years. 
In a very general way the more easily the pain is 
produced, the worse the prognosis. The relation of 
the pain to exertion, however, is not such an 
accurate guide to the degree of myocardial damage 
and to the probable expectation of life as is short- 
ness of breath. Shortness of breath is due to 
myocardial disease which has already occurred. On 
the other hand, anginal pain is due to interference 
with supply of blood to the myocardium, due in 
most cases to coronary disease. A very slight 
extension of this disease may result in considerable 
increase of impairment of function, and a sudden 
increase owing to a coronary thrombosis occurs 
in about 20% of cases. It is for these reasons that, 
in my experience, the cardinal feature of prognosis 
in angina is its uncertainty. It is not suggested, 
of course, that the myocardium is healthy in 
patients with angina; a varying degree of degenera- 
tion is present in a great majority. Sudden death 
is an ever-present possibility and occurs in about 
50% of cases. Cases due to syphilis are definitely 
unfavourable, although a few give a_ gratifying 
response to treatment. If pulsus alternans or 
cardiac asthma be present, the outlook is very grave 
and life is not likely to be prolonged more than a 
year or two. The patient’s occupation, and 
whether he is able to live at a low level of exertion 
should also be considered. Evidence of branch 
bundle block, intraventricular block or significant 
T wave negativity adds somewhat to the gravity of 
the prognosis. 

Time will permit of only very brief mention of 
three other symptoms, palpitation, syncopal attacks, 
and the sense of exhaustion, all of which are quite 
common, both in patients with and in those without 
heart disease. The mere fact that all of these are 
admittedly frequent in the absence of heart disease 
is strong presumptive evidence that they are not 
essential symptoms of it. Furthermore, patients 
with heart disease, even should they notice these 
symptoms, usually do not give them prominent 
mention, because they have something more 
disturbing to complain about. On the other hand, 
patients who complain mainly of one or more of 
these symptoms, and of nothing else, rarely have 
heart diseease. The feeling of exhaustion is often 
confused with shortness of breath, and must be 
sharply distinguished from it. It is usually non- 
cardiac in origin, and is seen particularly in 
nervous patients with visceroptosis or some source 
of toxemia. There is often a general lack of tone 
with low blood pressure, and coldness of the hands 
and feet is a common complaint. 

Palpitation, or consciousness of the heart's action, 
may be due to extrasystoles or attacks of 
paroxysmal tachycardia flutter or fibrillation, but 
the common variety is rapid and forcible action of 
the heart, resulting from such factors as emotion, 
flatulence, a septic focus or excessive smoking 
or uncomfortable dreams, and is sometimes 
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accompanied by a sense of exhaustion or suffocation 
or even in nervous patients by a fear of death. 
These are usually distinguished from attacks of 
rapid heart action due to an abnormal rhythm, by 
their mode of production, by the type of patient 
affected by them, and by their manner’ of termina- 
tion. These attacks of “ordinary palpitation” are 
usually due to extra-cardiac causes, and are of no 
prognostic importance. If they occur in patients 
with heart disease, the prognosis is assessed on other 
factors. 

Attacks of fainting or syncope are common events, 
and frequently, particularly in the mind of the 
patient or the relatives, arouse the suspicion of 
heart disease. These attacks with fainting, deathly 
pallor, sweating, widely dilated pupils, slow sighing 
respiration and even unconsciousness are due to 
cerebral anemia. The commonest cause is pooling 
of blood in the splanchnic or peripheral vessels and 
they may occur under a variety of circumstances. 
The sudden assumption of the erect posture 
particularly on a warm day, a hot bath, prolonged 
standing, being too heavily clad on a warm, close 
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day, all of these, particularly if combined with some | 
_other words, might a severe degree of mitral 


emotional factor, may induce a fainting attack. 


Vagal inhibition, from some violent emotional | 
stimulus, the prick of a hypodermic needle. the sight | 
of blood, or viewing an operation for the first time, | 


may also cause syncopal attacks, which usually | 
- ee y _ any indication as to the nature of the infection or 


soon pass off, but which are occasionally fatal. 


Syncopal attacks due to th ses, that is, vagal 
ee ee ee ee ee | process a finished one, is it latent, or is it at the 


inhibition or pooling of blood on the splanchnic or 
skin vessels, are not essential symptoms of heart 


disease. If they should o in patients with heart | anata Se 
stenosis is in the majority of cases the result of 


disease, the outlook is determined by other factors. 


Rarely syncopal attacks may be due to heart  jocognition of these two lesions therefore may give 


block or to paroxysmal tachycardia flutter or to | 


uncertainty is thus instilled, which may seriously 
affect the patient’s future health and happiness. 

It is important to determine as accurately as 
possible the size of the heart. Cardiac enlargement 
accompanied by symptoms indicates a diseased 
heart, and the degree of enlargement is of 
considerable help in giving a prognosis. On the 
other hand, a heart that is normal in size is not 
necessarily healthy, and death may occur in the 
absence of any extension of the cardiac outlines. 
In some cases moderate cardiac enlargement is 
seen which is not progressive and not accompanied 
by symptoms. If there is no evidence of rheumatic 
or syphilitic infection or of arteriosclerosis, a good 
prognosis is justified. 

Physical examination may also reveal the 
presence of structural changes apart from increase 
in heart size, for example, valve lesions, adherent 
pericardium, delay in conduction on the bundle 
tissues. These have to be considered from two 
main points of view: (i) Is the mechanical defect 
as revealed of such a character that, by itself, it 
places a burden on the circulatory system, and 
thereby helps to bring about cardiac failure? In 


stenosis or aortic regurgitation help to induce 
cardiac failure, provided other parts of the 
heart be healthy and are not harbouring any 
latent infection? (ii) Do the physical signs give 


disease causing the heart trouble, and, if so, is that 


moment active? Aortic regurgitation in a middle 


_ aged patient is frequently due to syphilis; mitral 


fibrillation. Those occurring in complete heart block — 


are most liable to happen when a partial block is 
becoming complete, and although they usually 
respond to treatment, they may be fatal. The 
general cardiac outlook in these cases too depends 
not so much on the irregularity as on other factors, 
particularly the condition of the ventricular 
muscle. Summing up on symptoms then, it is 
suggested that dyspnoea and pain are the only 
really important ones, and if temporary and extra- 
cardiac factors be excluded, the response to effort 
as measured by symptoms is a fairly reliable guide 
to the functional capacity of the heart. 

After a careful history is taken the cardio- 
vascular system is examined to determine the 
presence of any abnormal physical signs. These 


may be entirely absent even in the presence of | 


severe heart disease, particularly of the anginal 
type, hence the importance of a good history. 
Systolic murmurs are frequently heard over 
perfectly healthy hearts, and by themselves are of 
no significance. They are no justification for 
telling the patient that he has a leaky valve, even 
although he be assured at the same time that the 
heart is sound. An element of doubt and 


latent or declared rheumatic infection, and the 


valuable xtiological information. 

It is usually impossible to trace with any degree 
of accuracy the relative after effects of these two 
factors for the simple reason that they are often 
operating simultaneously. Mitral stenosis and 
aortic regurgitation are usually accompanied by 
myocardial disease, and the subsequent development 
or increase of cardiac symptoms may be due either 
to extension of this disease, or to mechanical causes, 
or partly to both. A failure to recognize this 
is responsible for a good deal of confusion in 
discussing cardiac prognosis. 

Complete heart block usually gives a bad prog- 
nosis, not because the irregularity itself, but 
because experience has shown that it is usually 
accompanied by gross myocardial disease which is 
often progressive. A few cases of compiete heart 
block have been observed for periods of twenty and 
even thirty years, with no more progression in 
their symptoms than could be accounted for by 
advancing years. There is a distinct relationship 


_ between the different types of cardiac irregularity 


and the probability of myocardial disease, but this 
is of little value in the individual case. The outlook 
has to be determined not so much on the irregu- 
larity itself, but on the evidence of myocardial or 
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coronary disease, and whether or not this is 
stationary or progressive. Pulsus alternans is of 
course an exception to this statement because of 
itself it is an indication of advanced myocardial 
damage. 

There is strong evidence to support the view that 
certain mechanical defects of themselves may play 
a distinct part in inducing cardiac failure, 


particularly in severe degrees of mitral stenosis, — 
aortic regurgitation, adhesions between the peri- | 
cardium and the chest wall, and some congenital | 


defects. The difference in size of the left ventricle 
in mitral stenosis and in aortic regurgitation is 
very striking, and it would be difficult to conceive 


that lesions which produced such different patho- | 
_ a prolonged period. This is presumptive evidence 
| that the infection has burned out, but it may be 


logical results were of no significance. Congenital 
heart disease frequently gives a bad prognosis, and 
yet the defect here is purely a mechanical one, 
unless we presuppose an inherently weak myo- 
eardium. Aortic regurgitation often interferes 
considerably with the coronary circulation, and in 
this way at least plays a part in the subsequent 
myocardial failure. Blood is a fluid, and, as such, 
is subject to the usual mechanical laws governing 
the circulation of fluids. In some cases of mitral 


stenosis the orifice is so small that it will admit 
only one finger or even a probe. If it were closed 
altogether could the circulation of blood continue? 

In actual practice, however, mechanical defects 
with the exception of severe degrees of those 
mentioned above, rarely play a significant part in 


cardiac prognosis. Cases of mitral stenosis and 
aortic regurgitation have been observed over long 
periods of years without any material progress, 
the valve damage has remained stationary, and any 
infection in the myocardium has been overcome or 
has remained latent. On the other hand patients 
with an apparently similar degree of aortic valve 
disease have within a comparatively short time 
developed a severe degree of cardiac failure due 
to rapid extension of a latent myocardial infection. 
In general terms the importance of a valve lesion 
or of mechanical defect has to be assessed on the 
presence or absence of any limitation of the 
response to effort, on the size of the heart, and on 
whether these tend to remain stationary or to 
progress. Whether this is so or not has to be 
determined by a careful consideration of the past 
history, or, failing this, by a prolonged period 
of observation. From considerations already 
mentioned, then, the view is held that progress 
in heart disease is due, not so much to mechanical 
factors, but to further extension of the causing 
disease. The main reason for holding this view is 
that patients with marked mechanical defects have 
been observed over a long period of years, with 
little or no alteration in their cardiac condition. 
Syphilitic aortic regurgitation gives a bad prog- 
nosis, not only because of the regurgitation, but 
from the presence of infection in the myocardium 
and coronary vessels, which usually progresses in 
spite of treatment. Occasionally, however, this is 
not so. I have under observation a patient who 


was first seen twelve years ago with a marked 
degree of aortic regurgitation due to syphilis. At 
the present time his condition is considerably 
better than when he was first seen. 

The three common types of heart disease, the 
rheumatic, the syphilitic and the arteriosclerotic, 
all frequently tend to be progressive. Is there any 
means of determining what the rate of progression 
is likely to be? If we could achieve this, it would 
do away with many of our difficulties in cardiac 
prognosis, but unfortunately it is not easy to do 
this with any degree of accuracy. There are, 
however, several lines of inquiry which may partly 
help in deciding this question. 

Of first importance is a failure to progress over 


only latent and capable of lighting up at some 
future time. This may happen in both syphilitic 
and rheumatic heart disease and may defy all our 
attempts at prognosis. The longer the interval 
between the initial infection and the development 
of signs and symptoms, the better is the outlook. 
This applies particularly to rheumatic cases. 
When evidence of cardiac impairment develops soon 
after the original infection, it probably indicates 
poor resistance or a virulent infection, and the 
prognosis is bad. The occurrence of several attacks 
of rheumatic fever or the recurrence of joint pains 
indicates that the infection is still active. 

In syphilitic heart disease a prognosis should be 
delayed until the effect of the treatment has been 
determined. Theoretically the more recent the 
initial infection, the better the resporse should be. 
In my experience this has not been so, the reason 
being that the early development of signs and 
symptoms probably indicates poor resistance. 
Further, in those developing phenomena many 
Years after the occurrence of the primary sore, the 
pathological changes are not necessarily all old, 
but may be quite recent and may respond well to 
treatment. Unfortunately experience shows that 
most cases of syphilitic aortic regurgitation and 
rheumatic mitral stenosis tend to be progressive, 
but the rate of progression varies, and it is our 
duty to try to determine whether the progression 
be rapid or slow. Sometimes physical signs 
indicating the presence of syphilitic or rheumatic 
heart disease are found, although there are no 
symptoms. The future in these cases depends on 
the patient’s resistance to the infection, and whether 
or or not it tends to remain stationary or to 
progress, and this has to be determined as far as 
is possible along the lines already indicated. 

The electrocardiogram may give us some informa- 
tion as to the present status of the myocardium, 
that is with regard to pathological changes that 
have already occurred, but does not help us where 
we most need help, that is, in foretelling the 
future development of further pathological change. 
Series of cases with bundle branch block, abnor- 
malities of the QRS complex, or significant 
inversion of the 7 wave show a high cardiac 
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mortality within a few years, but this is dependent 
on damage that has already occurred, and can 
usually be recognized by other means, particularly 
a careful survey of the symptoms. Branch bundle 
block and intraventricular block are not in them- 
selves serious, but are usually associated with 
marked myocardial disease. If the prognosis is 
good on other grounds, it is at least doubtful 
whether an abnormal electrocardiogram should 
carry much weight. It should also be remembered 
that gross myocardial disease may be present and 
the electrocardiogram be quite normal. 

It is not suggested that anything approaching 
mathematical accuracy in prognosis is possible. 
There are many difficulties which it may be impos- 
sible to overcome. In many cases, however, some 
idea as to the future may be gained by a careful 
consideration of the present functional capacity of 
the heart, measured largely by symptoms; we may 
determine whether impaired function is due to 
treatable or non-treatable factors, and finally what 
are the probabilities of progress in the future. 

No amount of prognostic skill, however, can 
enable us to foretell with any degree of certainty 
whether an infection is healed or is only latent 
and may burst into activity later on. A small area 
of endarteritis in the coronary vessels may suddenly 
become the seat of a coronary thrombosis. Sudden 
death may occur in patients with angina and also 
very occasionally in auricular fibrillation, probably 
from the development of ventricular fibrillation. 
There is a big imponderable factor in prognosis 
which as yet we are unable to assess. We should 
make the best of what we know, but we gain nothing 
by assuming knowledge that we do not possess or by 
making vague indefinite statements. “Judgement is 
difficult and experience fallacious; each discovery 
pushes the curtain a little further back, but infinity 
lies beyond.” 


NOTES ON THE USE OF PARALDEHYDE AS 
A BASAL ANASTHETIC.* 


By J. L. THompson, M.B., Ch.M. (Edinburgh), 
AND 


L. J. T. Hartnett, M.B., B.S. (Melbourne), 
Castlemaine, Victoria. 


Ever since the introduction of anesthesia into 
surgery, there has been a constant striving to 
secure the safe and comfortable production of 
unconsciousness. Chloroform has fallen into 
disuse because of the dangers associated with its 
administration, and in spite of its advantages in 
respect to the ease and speed with which sleep is 
induced, and the satisfactory muscular relaxation 
which can be obtained. Ether, given by the open 
method, is safe, induction is slow and unpleasant 
to the patient, although these disadvantages have 


been lessened by improved methods of induction and > 


1Read at a meeting of the Victorian "eee of the British 


Medical Association on September 17, 


by combining it with oxygen. The use of nitrous 
oxide and oxygen has provided a method that is 
practically free from danger. With the great 
development of methods of local and_ spinal 
anesthesia, there is now a wide choice of methods 
which are safe, but there still remains the fact 
that during the period of induction of inhalation 
anesthesia the fears of the patient have full 
play, and the mental reactions are sometimes 
so great that recovery from the operation is 
greatly retarded. Further, if another operation 
subsequently becomes necessary, great reluctance 
is shown by the patient to face an ordeal of which 
such vividly unpleasant recollections remain. In 
quite recent years, several methods of  pre- 
medication have been introduced with a view to 
overcoming the disadvantages of ordinary methods 
of induction. Amongst the drugs used for 
this purpose are “Avertin”’, “Sodium amytal”, 
“Nembutal”, “Luminal” and paraldehyde. It is the 
purport of these notes to give our experiences 
extending over a period of fifteen months with 
paraldehyde in selected cases. 

Paraldehyde is a pure hypnotic, acting like 
chloral, but without any depressing action on the 
heart. Its ordinary dose per os is given as 2-0 to 
8-0 cubic centimetres (a half to two fluid drachms). 
A case is recorded in which 105 cubic centimetres 
(three and a half fluid ounces) were taken by 
mistake, producing unconsciousness for a period of 
thirty-four hours with recovery; on the other hand, 
death has ensued after a dose of 60 cubic centi- 
metres (two fluid ounces). 

First, the advantages are set forth by Gwathmey 
in “Nelson’s Surgery”. He states that paraldehyde 
tends to strengthen the heart, does not affect the 
respiration, acts quickly, induces sleep lasting up 
to twenty-four hours, has no effect on nerves or 
muscles, and no unpleasant after-effects; the 
objectionable taste is of no importance when the 
drug is given per rectum. 

E. J. Rowbotham, writing in The Proceedings of 
the Royal Society of Medicine in 1929, pointed out 
that he was able, by the use of paraldehyde given 
per rectum, to protect the nervous system by 
producing in a patient such a profound sleep before 
administration of the anesthetic and whilst he 
was still in bed, that it would be impossible to 
arouse him, no matter how much he was disturbed. 
This procedure would obliterate all nervous 
apprehension and save him the mental distress 
which sometimes amounts to extreme fear and 
produces true shock. 

Induced by these reports, and following on our 
experiments with paraldehyde, we have adopted the 
following technique. The patient’s weight is 
ascertained, and a dose varying from 0:3 to 1-2 cubic 
centimetres per kilogram (a half to one fluid 
drachm per stone), with five times the quantity of 
normal saline solution, is administered slowly per 
rectum by means of a soft catheter half an hour 
after a hypodermic injection of morphine, atrophine 
and hyoscine, varying with the age and weight of 
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4 Microphotograph of a segment of the presacral nerve, Microphotograph of a segment of nervi erigentes, showing 
ti- showing the medullated nerve fibres stained with osmic acid. myelinated nerve fibres taking the osmic acid stain. 


Vv ILLUSTRATION TO THE ARTICLE BY 
le Dr. D. G. CARRUTHERS. 


ILLUSTRATION TO THE ARTICLE BY 
Dr. K. B. FRASER. 


Figure III. FicureE I. 
Microphotograph of section of mixed tumour of the soft Lateral view of the cervical vertebrae of a normal child, 
palate. a = cartilage, b = mucous glands. aged seven years, showing George’s lines. 
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ILLUSTRATIONS TO THE ARTICLE BY Dr. K. B. FRASER. 


Figure III. 
Lateral view of the cervical vertebre of the patient, 
obtained on October 16, 1931, showing the forward 
displacement of the bodies of atlas and axis, and the 
absence of any lesion of the lower cervical vertebre. 


Figure II. 
Antero-posterior view of the cervical vertebrae of a normal 
child, aged seven years, showing George’s lines. Note 
the clear view of the dens of the axis. 


Figure IV. 


Antero-posterior view (November 10, 1931), showing the Figure V. 

tilting and rotation of the axis on the third cervical Lateral view (December 15, 1931), showing considerable 

vertebra. Owing to the dropping forward of the head, improvement in the position of the bodies of atlas and 
the dens of the axis is not well displayed. axis after three weeks’ extension. 
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the patient, and an hour before the time fixed for 
the operation. This is given in bed when prepara- 
tion for the operation has been completed. The 
patient’s ears are lightly plugged with cotton wool, 
and the eyes are loosely bandaged. The patient is 
usually asleep before the injection is completed, 
and is seldom aroused by the movements necessary 
to carry him from bed to the operating theatre. 
Ether is usually administered by the open method, 
the period of induction is short, with little or no 
struggling, excellent muscular relaxation is attained 
and is continued with a much reduced quantity of 
ether, particularly if the operation extends beyond 
a period of thirty minutes. Respirations are not 
affected, the blood pressure remains unaffected 
or is slightly raised, and the pulse rate may 
decrease ten to twelve beats per minute. On 
cessation of administration of ether reflexes quickly 
return, but consciousness is not regained for some 
hours. There is usually no vomiting or at the 
most the patient vomits once, but has no recol- 
lection of having vomited. When consciousness 
returns completely, the patient has no recollection 
whatever of events subsequent to the preliminary 
hypodermic injection, in fact, in most cases he 
does not realize that he has undergone his operation. 
The responsibility of the nurse in charge is slightly 
increased, but her actual work is lessened by 
reason of the absence of vomiting, restlessness and 
thirst. As a general rule, the condition of the 
patient at the end of the twenty-four hours is more 
satisfactory than in a similar case when no basal 
anesthesia has been used. Our experience is based 
on seventy cases, in which were performed such 
operations as cholecystectomy, hysterectomy, gastro- 
duodenostomy, prostatectomy, perineal operations, 
and operations on the head and neck. In none of 
them has any ill effect been noticed, and all the 
patients have expressed their gratification at having 
been freed from all discomfort or preliminary 
apprehension. 


We have heard that objections have been raised 
against its use because of its penetrating odour 
and its nauseous taste, but our experience does not 
bear these out, as no patient has complained of 
either taste or smell, although undoubtedly the 
drug is excreted mainly by the lungs. 

The advantages of paraldehyde over other basal 
anesthetics which have come under our notice may 
be summed up briefly as follows: 

1. Ease and safety of preparation: the drug is 
easily handled and its mixture with normal saline 
solution calls for nothing more than ordinary care. 

2. Ease of administration, which can be safely 
entrusted to a nurse and does not make any undue 
call upon the time of the anesthetist. 

3. Certainty of action: this has been one of the 
features in our series of cases. 

4, Large margin of safety: the dose necessary to 
produce the desired effect falls far below the 
minimum recorded fatal dose. 


5. Whilst it is necessary to give ether by the 
open method to bring about surgical anesthesia, 
the amount required for and the time occupied in 
induction are greatly lessened. 

6. A very small amount of ether is required to 
maintain necessary depth of anesthesia, and it is 
easy to bring about full muscular relaxation when 
this is required. 

7. Diminution of shock was manifest as compared 
with ordinary methods of anesthetization. 

8. There was noticeable lessened post-operative 
discomfort so much so that there was no nausea 
in the majority of cases, nor vomiting, nor pain. 

9. There was complete absence of recollection of 
any of the preparation preliminary to operation. 

10. Most important in a large general hospital is 
the very trifling cost of inducing and maintaining 
unconsciousness. The saving in a large number 
of cases would amount to a considerable sum of 
money. 


A NOTE ON THE MACROSCOPIC ANATOMY OF 
THE NERVES OF THE BLADDER. 


By A. E. Coates, M.D., M.S. (Melbourne}. 
(From the Department of Anatomy, University of 
Melbourne.) 


Dvurine the past decade the autonomic nervous 
system has been added to the ever widening field of 
the surgeon, and it has been remarked that the 
surgery of this system is in advance of the parent 
sciences of anatomy and physiology. Be this as it 
may, there is no doubt that experimental surgery 
has, in recent times, added to our knowledge of the 
functions of the visceral nerves and rediscovered 
much anatomical detail, which had been well-nigh 
forgotten. 

The bladder nerve supply has always been a night- 
mare to medical students, probably because of the 
confusion of terms used in the nomenclature and 
also partly because of the application of the name 
“plexus” to an important group of fibres, which to 
most people are vaguely reminiscent of their early 
anatomical text book studies, but which have no 
existence as tangible realities. The current 
anatomical text books are indefinite, and the physio- 
logical guides are sometimes inaccurate in their 
representation of the known facts. For this reason 
it was decided to dissect the human male pelvis and 
to compare the findings with those represented by 
the text books and the more recent descriptions br 
Latarjet and by Learmonth, of the Mayo Clinic. 
Nothing new is claimed as the result of these 
researches, but at least the author has had the 
satisfaction of understanding more thoroughly a 
subject which hitherto he had but vaguely 
appreciated. 

The accompanying freehand drawing of an actual 
dissection of the male pelvis in the Anatomy Schoo! 
of the University of Meibourne, requires little by 
way of explanation. Reference will be made to the 
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physiological action of these nerves only where it 
aids in the interpretation. 
A somewhat similar drawing will be found in 


“Quain’s Anatomy”. 

removed from the pos- 
terior abdominal wall 
and the floor of the 
pelvis. The enly 
remaining viscera are 
the kidneys, bladder, 
ureters, rectum and 
vasa deferentes. The 
abdominal aorta is 
shown dividing into 
the common _ iliac 
arteries. The origin of 
the inferior mesenteric 
artery is also seen. 
As far as possible, the 
pelvic viscera have 
been retained in their 
natural condition, and 
it may be claimed that 
the drawing is not a 
diagram. Photographs 
are unsatisfactory, 
owing to the difference 
in depth of the dif- 
ferent parts of the 
dissection. The ab- 
dominal sympathetic 
chain is shown on 
each side of the ver- 
tebral column. It will 
he observed to bifur- 
cate in the lower lum- 
bar region on the right 
side. The lumbar and 
sacral spinal nerves 
are seen on the right 
side, connected by 
grey rami with the 
corresponding sympa- 
thetic ganglia. The 
last white ramus _ is 
found passing from 
the first lumbar nerve 
to the neighbouring 
ganglia. Below this 
region grey rami only 
are seen. An impor- 
tant group of fibres 
passes from the 
lumbar ganglia 
medially on to the 
aorta. They are in 
series with the thor- 
acic splanchnic nerves 


and are known as lumbar splanchnic nerves or 
superior hypogastric nerves. The proximal two or 
three from each side fuse at about the origin of the 
inferior mesenteric artery and cell masses may there 
be found forming rudimentary ganglia. This mass 


The peritoneum has_ been 


Figure I. 


Freehand drawing of the nerve supply of the bladder. The aorta and 
presacral nerve have been pushed slightly to the left in order to 
display the right sympathetic trunk and the right nervi erigentes. 
1 = abdominal aorta, 2 = right psoas muscle, 3 = inferior mesenteric 
artery, 4 = presacral nerve or superior hypogastric nerve, 5 = right 
ureter, 6 = left ureter, 7 = rectum, 8 = bladder, 9 = right common 
iliac artery, 10 = fifth lumbar vertebra, 11 = branch of second sacral 
nerve—part of nervus erigens, 12 = inferior hypogastric plexus, 
13 = presacral nerve or inferior hypogastric nerve, 14 = superior hypo- 
gastric nerve or lumbar splanchnic nerve, 15 = first sacral nerve, 
16 = right vas deferens, 17 = left common iliac artery, 18 = left 
hypogastric artery, 19 = left external iliac vein, 20 = right lumbar 
sympathetic chain, 21 = sympathetic nerve to inferior mesenteric artery. 


plexuses. 


of nerve tissue is often called the inferior mesenteric 
plexus or ganglion. Actually a distinct nerve or 
two are found on the inferior mesenteric artery. 
The distribution of the sympathetic nerves to the 


descending and pelvic 
colon is thus 
accounted for. The 
right and left lower 
lumbar splanchnic 
nerves fuse together 
just distal to the 
bifurcating abdominal 
aorta, between the 
two common _ iliac 
arteries, to form the 
“presacral” nerve 
(Latarjet), so called 
because it passes over 
the promontory of the 
sacrum and runs down 
over that structure. 
Preaortic sympathetic 
fibres also contribute 
to this nerve, forming 
the so-called middle 
root. They are not 
obvious in this speci- 
men. Other names for 
this nerve the 
superior hypogastric 
nerve (Poirier and 
Charpey), hypogastric 
plexus (Spalteholz) 
and pelvic plexus 
(Sampson Wright). 
In this dissection the 
nerve is in the form 
of a rudimentary 
plexus, but its parts 
are distinct. The nerve 
or plexus bifurcates, 
one portion passing to 
the right and the other 
portion to the left, to 
join the inferior hypo- 
gastric plexus on the 
lateral wall of the 
pelvis, in the region 
of the termination of 
the ureter. It courses 
over the hypogastric 
artery, in the postero- 
lateral wall of the 
pelvis. In the inferior 
hypogastric plexus 
solid nodular tissue is 
found, presumably 
ganglionic masses. 


This plexus is described by Spalteholz as subdivided 
into middle hemorrhoidal, vesical and prostatic 
From it fibres emerge, following the 
branches of the hypogastric artery to the bladder 
and rectum. Microscopic sections of the right hypo- 
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gastric nerve were taken, and the microphotograph 
(Figure II) reveals the presence of large 
numbers of myelinated nerve fibres. The pre- 
sacral nerve and its continuations, the hypo- 
gastric nerves, are thus the sympathetic nerve 
supply to the bladder and rectum (and in 
the female, to the uterus). They have a high origin 
from the sympathetic ganglia, that is, lumbar area, 
and since the lowest white ramus, or connexion of 
the ganglia with the spinal cord, is attached to the 
first lumbar nerve, it follows that the sympathetic 
supply to the bladder emerges from the cord as high 
as or above the first lumbar segment. 

Since the presacral or superior hypogastric nerve 
is myelinated, it consists, according to Langley’s 
theory, of preganglionic fibres. Presumably the 
post-ganglionics arise, for the greater part, in the 
inferior hypogastric ganglia. The experiments of 
Learmonth indicate that stimulation of the pre- 
sacral nerve causes dilatation of the bladder and 
contraction of the internal sphincter, also contrac- 
tion of the seminal vesicles. 

There is also some evidence that afferent fibres 
from the bladder pass upwards by this route. 
Patients with a spinal cord lesion destroying the 
pathways in the sacral part of the cord can still 
appreciate over-distension of the bladder, and the 
only possible pathway is by way of the hypogastric 
or presacral nerve to the lumbar and lower thoracic 
segments of the spinal cord. 

The second and third sacral nerves are seen in 
the dissection, and two large branches are shown 
passing from them to the inferior hypogastric 
plexus about the termination of the ureters. These 
branches are the nervi erigentes, or sacral 
autonomies to the bladder. They supply the 
bladder, rectum and penis (vaso-dilators). They are 
the detrusor nerves. Stimulation of these nerves 
causes contraction of the bladder musculature and 
relaxation of the internal sphincter. They contain 
myelinated fibres or preganglionics (see Figure 
III) and they pass through the inferior hypo- 
gastric plexus to end about nerve cells in 
the bladder wall. They also transmit impulses 
from the bladder centrally, and probably con- 
stitute the main afferent pathway. In operations 
for the relief of intractable bladder pain these 
nerves would be divided. The hypogastric nerves 
contain afferents, but they are apparently postural, 
that is, concerned with bladder tension. The hypo- 
gastric or presacral nerves are sympathetic nerves ; 
the nervi erigentes are parasympathetic nerves. The 
functions of the two sets of nerves are antagonistic, 
though this term is unfortunate, since there is 
obvious coordination in the function of the two 
groups in normal micturition. Other nerves con- 
cerned in micturition are the pudic nerves (pudendal 
nerves). On each side this nerve arises from the 
second and third sacral roots. It emerges through 
the great sciatic foramen and crosses the ischial 
spine, then, grooving the ischial tuberosity, it runs 
along the perineum and divides into its several 
branches which supply the anal and_ perineal 
musculature and skin. The important sphincter of 


the membranous urethra (or external sphincter of 
the bladder) is supplied by this nerve, and also the 
mucous membrane of the prostatic urethra receives 
its afferent nerve supply from the same source. The 
nerve is obviously somatic, conveying voluntary 
impulses in contrast to the involuntary pelvic nerves 
above described. 

The pathways in the spinal cord and the various 
level ares for the completion of the act of micturi- 
tion are beyond the scope of this paper. 

The application of this anatomy in the treatment 
of cord bladder has apparently met with some 
success. After the occurrence of lesions of the 
sacral spinal cord the bladder is no longer capable 
of emptying. Even if automatic conditions are set 
up after some weeks and the urine remains clear, 
there is always a considerable amount of residual 
urine. 

Learmonth, of the Mayo Clinic, has demonstrated 
that section of the presacral nerve is followed by a 
more complete emptying of the bladder. The results 
are promising. The author has performed the opera- 
tion in one case. 

The patient was a man of fifty who sustained a frac- 
tured spine twenty years ago. On admission to hospital 
residual urine measured sixteen ounces. Following 
operation, residual urine was one to two ounces and has 
remained so for the past two months. The patient states 
that he has less urgency and more control since operation. 
Time alone will show whether permanent benefit has 
resulted. 

Details of this case will be published later. 
Continental gynecologists have also been treating 
cases of severe dysmenorrhea by the same method. 

In view of the fact that the sympathetic nervous 
system comes into action in times of emergency or 
crisis, and considering its close relation to the 
emotional states, one must be guarded in one’s 
optimism of any dramatic results, even on viscera, 
following the division of these nerves. 

However, in the ciass of case mentioned above, 
any little improvement is so appreciated by the 
patient that the simple operation of presacral nerve 
section is justifiable, if results are proved to be 
permanent, 


_ 


CONGENITAL INTESTINAL OCCLUSION, WITH A 


REPORT ON FIVE CASES. 


By G. KeirH SmirnH, M.B., Ch.M. (Sydney), 
F.R.A.C.S 
Honorary Assistant Surgeon, pane Alexandra Hospital 
for Children, 


THE cases on which this paper is based were seen 
at the Royal Alexandra Hospital for Children 
during the past five years; they include two cases 
of complete atresia and three of what I have termed 
partial stenosis. The latter congenital defect is 
characterized by an extreme narrowing of the 
intestine, with complete stasis of the contents and 
an absence of any obvious mechanical block. This 
condition has hitherto received mention as micro- 
colon, rudimentary colon et cetera, and it has 
generally been looked upon as quite hopeless from 
the point of view of treatment. 
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Historical. 


The description of the earliest case of intestinal 
atresia on record is credited by Davis and Poynter“ 
to Calder in 1733, and the first extensive review of 
the subject is said to have been presented by 
Theremin in 1877. At intervals since, Cordes‘) in 
1901, Kuliga in 1903, and Spriggs in 1912, have all 
made contributions. In 1922 Davis and Poynter 
collected 392 cases from the literature and presented 
an exhaustive review of the subject. Webb and 
Wangensteen,) in 1931, submitted a report of two 
cases that had come under their observation, and 
fifteen additional cases collected from records made 
important contributions to the literature. 

The incidence of the condition in a given number 
of births is difficult to estimate, for obvious reasons, 
though one case in every 20,000 births appears to be 
the average of the varying figures given by several 
writers, 


Case Reports. 


Case I—J.W., a child aged thirty-six hours, was 
admitted from the Royal Hospital for Women on November 
7. 1926, with a diagnosis of intestinal obstruction, and 
was said to be the third member of the family so affected. 
A small quantity of meconium was passed, whitish in 
colour and resembling boiled starch. Breast milk or water 
was vomited, usually within an hour, the vomitus being 
yellowish in colour. There had been no motion since birth. 


Physical examination revealed a well developed child. 
The skin was slightly icteric and the abdomen was 
uniformly distended. Attempts to pass a catheter beyond 
the rectum were unsuccessful. The heart and lungs were 
normal. 

Operation was performed on November 8, 1926. On 
opening the abdomen, there was free, clear fluid in the 
peritoneal cavity. Distended small bowel was delivered 
and revealed an apparent atresia about fourteen centi- 
metres (six inches) above the caecum. The colon could 
not be identified. An enterostomy was performed above 
the constriction and death took place three hours later. 

Autopsy—On post mortem examination the ileum was 
found to be swollen and deeply congested for some feet 
above the ileo-caecal junction; some fifteen centimetres 
(six inches) above the valve there was a section of goose- 
quill proportions which apparently had escaped the dis- 
tension. From the caecum onwards to the rectum the 
bowel was contracted to about one millimetre in diameter 
throughout. There was no obstruction at the rectum and 
the ileo-caecal valve was patent. 


In view of the operation findings it was thought that in 
some way the constriction then observed had been over- 
come, permitting the passage of contents to the ileo-caecal 
valve, where they became arrested, perhaps because time 
had not sufficed for the pressure and passage further 
down the bowel. 


Case II—R.McD., aged thirty-six hours, a male child, 
was admitted to hospital on October 16, 1931, with a 
history of vomiting commencing shortly after birth. 
Delivery had been normal and the child had appeared well 
when born. Meconium had not been passed. 

On examination the child appeared well developed and 
no external abnormalities were noted. The heart and lungs 
were normal and there was no icterus. The abdomen was 
distended and visible peristalsis was not evident. On 
attempting to pass a finger into the rectum an obstruction 

‘was encountered about 3-75 centimetres (one and a half 
inches) from the anal aperture. 

Operation was performed on October 17, 1931, under 
ether anesthesia. The abdomen was opened through a 
right paramedian incision and distended coils of small 
intestine immediately presented. Following this down- 
wards, the distended bowel abruptly became contracted at 
a point about twenty centimetres (eight inches) above the 


ileo-caecal junction and continued as a narrow cord-like 
structure as far as could be traced. 

An enterostomy was performed above the occluded part 
and the abdomen closed. The child died six hours later. 

Autopsy.—At autopsy on October 18, 1931, the stomach, 
duodenum and jejunum were found to be normal and 
patent. The lower 20 centimetres (eight inches) of the 
ileum were small and contracted, and for several feet 
above this point there was marked distension. A minute 
caecum and appendix gave way to a similar colon, described 
as resembling a very long ascaris, and patent throughout. 
The contents of the distended ileum appeared to be normal 
meconium, but in the narrowed part of the intestine was 
a whitish-looking material resembling starch, and micro- 
scopically consisting of epithelial débris and albuminous 
material. The kidneys exhibited marked fetal lobulation, 
and the suprarenals, liver and pancreas were normal. 


Case III.—H.B., aged forty-four hours, a male child, was 
brought to the Royal Alexandra Hospital for Children on 
July 16, 1930. It had been delivered instrumentally and 
had appeared normal at birth. Since birth, however, it 
had passed no meconium and vomiting had not been 
reported. 

On examination the child was seen to lie in the dorsal 
position, and pallor of the skin and mucous membranes 
was apparent. The heart and lungs appeared normal, and 
no other external malformations were noted. The abdomen 
was distended and no visible peristalsis was seen. On 
rectal examination the finger encountered an obstruction 
about 3-75 centimetres (one and a half inches) from the 
aperture, resembling a cervix uteri. Attempts to pass a 
catheter beyond this were unsuccessful. 

At operation on July 16, 1930, under ether anesthesia, 
the abdomen was explored through a left paramedial 
incision and brownish fluid escaped on incising the 
peritoneum. The stomach, pylorus and duodenum were 
normal, as also the jejunum and upper two-thirds of the 
ileum. The remainder of the ileum was enormously dis- 
tended, and below this the caecum and colon were 
extremely collapsed and worm-like, and appeared to have 
no contents. No obvious obstruction could be detected, 
and it was assumed that the occlusion must be in the 
region of the ileo-caecal junction. An enterostomy was 
then performed as low as possible in the distended ileum. 

The child’s condition failed to improve, and death took 
place from an intercurrent pneumonia forty-one days after 
admission. Small motions were passed per rectum on two 
occasions, on the third and on the eighth day after 
operation. 

X ray examination after an injection of barium nine 
days after operation showed the whole of the large bowel 
to be still in a state of contraction and of a size no larger 
than a goose quill. 


Autopsy.—On opening the abdomen, the ileum was found 
to be large and distended as far as the enterostomy 
opening, but below this point the bowel was shrunken and 
rotated, though without obstruction. The large intestine 
was unduly small throughout, the caecum and appendix 
were in miniature, and the remainder of the colon was 
narrow and cord-like, never more than 0-625 centimetre 
(a quarter of an inch) in diameter. There was no con- 
striction in the rectum and congestion was not exhibited 
anywhere in the specimen. 

The important issue in this case is that, although the 
enterostomy opening was made into a distended ileum, 
yet at autopsy the ileum was contracted from immediately 
below the opening. Apparently this contraction occurred 
with disuse and offers an explanation of the contracted 
state of the lower segment in other cases. 


Case IV.—R.D., aged three days, a male child, was born 
at Crown Street Hospital on November 14, 1931, and was 
described as having looked poorly since birth. Vomiting 
commenced on the first day and continued, and on the 
second day there was a definite and increasing jaundice. 
Urine had been voided, but mucus only in small quantity 
was passed by the bowel. 

On examination the child appeared to be in poor con- 
dition, and the skin and mucous membranes were markedly 
icteric. The heart and lungs seemed to be normal, and 
no external malformations were noted. The abdomen was 


2 4D RKO tO 


A TD 


Gt. GA 


di 
Te 
ol 
fr 
th 
it 
Ww 
b 
ti 
t 
t 
le 
| 
| 
| 
| 
| 
| 
| 
| 
| 
1 


DeceMBER 3, 1932. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


687 


distended and visible peristalsis was not present. On 
rectal examination the examining finger met with an 
obstruction about 3-75 centimetres (one and a half inches) 
from the anus. 

At operation on November 19, 1931, under ether anzs- 
thesia, the abdomen was opened through a left paramedial 
incision above the umbilicus. The stomach and duodenum 
were found to be greatly distended, the latter ending 
blindly in a cul-de-sac. The walls of the intestine and 
the mesentery were infiltrated with blood, and blood was 
found lying free in the peritoneal cavity. No operative 
procedure was considered possible, and the abdomen was 
closed. Death took place on the following day. 


Autopsy.—On opening the abdomen, an enormous dila- 


tation of the stomach and duodenum was _ found 
to be present, the latter ending blindly. Some 
twenty centimetres (eight inches) down there fol- 


lowed a separate segment of duodenum about 3-75 centi- 
metres (one and a half inches) long; then loops of 
intestine, again commencing blindly and continuing with- 
out further interruption to the rectum. The walls of 
these loops were uniformly red and congested, and the 
mesentery throughout was infiltrated with blood. The 
caecum had its embryonic position high up near the 
liver, and the transverse and descending colon were never 
more than 1:25 centimetres (half an inch) in diameter, 
and the transverse mesocolon was very short. In the wall 
of the rectum was a large hematoma, 3-75 centimetres 
(one and a half inches) in diameter. The liver was 
normal and the kidneys showed the presence of fetal 
lobulation and marked congestion of the pyramids, and 
also some diffuse hemorrhages. 

Histologically, sections of the bowel at various levels 
showed vascular engorgement and numerous hemorrhages, 
involving even the smallest vessels. The various coats 
were present and normal, save for the destruction due to 
extravasated blood. 


CasE V.—B.L., a male infant, aged three days, was 
admitted to hospital on May 23, 1932, with a history of 
having vomited all food. The child was undersized and 
jaundiced. A rectal lavage returned meconium, but the 
bowels did not act subsequently. 

On examination the child was seen to be in poor con- 
dition and the temperature subnormal. Icterus was 
apparent and the heart and lungs were normal. The 
abdomen was very distended and the vomitus was tinged 
with blood, both bright and old. No urine was passed. 

An attempt was made to take an X ray picture of the 
abdomen after an opaque meal, and a large gaseous dis- 
tension of the stomach was noted. The child was not able 
to retain the meal, however, and during the examination 
the material was oscillating on the screen. 

Death took place twenty-four hours after admission to 
hospital, no operation having been undertaken, the child’s 
condition being too bad to permit any attempt at 
laparotomy. 

Autopsy.—At autopsy on May 24, 1932, the stomach was 
dilated and the pyloric ring dilated, the duodenum swollen 
into a globular form about the size of a golf ball and 
pressed up under the liver, where it ended blindly. The 
jejunum commenced blindly in a curve about the head 
of an unusually short pancreas and continued into a very 
smal] intestine to the rectum. Practically no chyme was 
present, and the first part of the large intestine contained 
a few small masses of meconium. The common bile duct 
entered the jejunum below the hiatus, but what appeared 
to be a small diverticulum joined the blind duodenum. 


FEtiology. 


Many theories have been advanced in explanation 
of the causation of congenital intestinal atresia. 

Widespread acceptance was early accorded to the 
work of Tandler, who in 1890 showed that in human 
embryos between the ages of four and ten weeks 
an overgrowth of epithelium temporarily occluded 
the duodenum, and that the subsequent atresia was 
due to an improper canalization of this. This would 


not appear to be an explanation sufficient to cover 
those atresias occurring elsewhere in the intestine, 
though a similar process of epithelial overgrowth 
has been suggested as a possibility in other parts 
of the bowel. 

Bland Sutton’s theory, in 1889, that occlusions 
occur at the site of embryological events, does not 
seem impressive after studying the distribution of 
the defects in actual cases on record. 

In the case reported on by Davis and Poynter, 
in 1922, an arterial sclerosis was described in the 
mesenteric segment of the atresic area. Other 
etiological factors that have been mentioned are 
foetal peritonitis, causing bands and adhesions, 
failure in development of the mesenteric vessels, 
foetal intussusception, volvulus, hypertrophy of the 
valvule conniventes, and syphilis. Prematurity has 
been observed in a number of cases on record, which 
is no doubt encouraging to those favouring a luetic 
origin for the condition. 

In view of the varied nature of the lesions that 
have been described, from a simple diaphragm to 
extensive multiple defects, it is probable that more 
than one factor is responsible for the causation of 
these abnormalities. This was the conclusion 
arrived at by Helmholtz, who, in 1907, published a 
minutely detailed and meticulous report on the 
results of autopsies carried out by him. 


Symptoms. 

The most frequent and prominent symptoms of 
congenital intestinal occlusion are vomiting, dis- 
tension and absence of stool. The vomiting generally 
takes place on the first day, and this occurred in 
two of the present cases. Helmholtz and others 
have observed cases in which no vomiting occurred 
up to the time of death at the age of two to eight 
days, and a similar condition was noted in Case III 
of this series. The presence of bile in the vomitus 
depends on whether the obstruction is above or 
below the papilla, and in Cases TI, IV and V the 
vomited material was yellowish in colour. 

There may be a complete absence of stool (Cases 
I, II and III) or a few passages of mucus or 
meconium may take place (Cases IV and VY). 
Wangensteen describes a case of complete duodenal 
occlusion in which the stools were normal in 
quantity and appearance during the first day and 
gradually diminished until they were completely 
absent on the sixth day. 

Visible peristaltic waves were not observed in any 
of the cases in this series, and it is probable that 
they occur but seldom in this condition, being more 
often noted in subacute and chronic types of 
obstruction. 

Later, symptoms of tissue dehydration appear, 
scanty urine, depressed fontanelle, prostration and 
pyrexia. 

Comment. 

In the cases here reported as partial stenosis 
there was no manifest stricture in the sense of a 
fibrous or other band or abnormal structure. In 
these cases there was found somewhere in the lower 
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part of the ileum a point beyond which the contents 
had not passed, and in the few cases which have 
been recorded as such in the literature, the lower 
part of the ileum has invariably been the starting 
point of the stenosed segment. 

Above this point the bowel was usually distended, 
congested and inflamed, no doubt from irritation of 
retained material. Below, the contracted portion of 
the bowel was practically devoid of contents, though 
occasionally containing a white detritus resembling 
boiled starch. In one case there was a passage of 
such material before operation, but in the other 
two nothing had been passed per anum. In view of 
the fact that bile is normally present in the intestine 
from the fifth month of foetal life, from the unpig- 
mented character of the contents invariably 
described in the stenosed segment it seems certain 
that the stasis must be absolute. 

There was no apparent reason for this blockage, 
and histological examination of the bowel wall 
above, below, and at the site of the obstruction 
revealed no departure from the normal. There was 
nothing to suggest that the bowel wal! could not 
distend under the proper stimulus, though post 
mortem attempts at distension by air and water did 
not give convincing results. It has been stated, 
however, that dilatation has been usefully effected 
at operation for the purpose of securing adequate 
anastomotic surfaces. It is to be noted that in two 
of the cases reported the bowel contents were found, 
at autopsy, at a lower level than reported at opera- 
tion, and so in some way had passed beyond the 
point of obstruction, perhaps as a result of uncon- 
scious manipulation. They did not get very far, as 
the infants only survived a few hours, but the 
facts seem to suggest that the obstruction could 
be forced, and hence was not due to fibrous stricture 
or other mechanical block, which is in accord with 
the histological report. 

In the third case enterostomy was done in the 
course of a dilated bowel, and it was found by 
X ray examination and at autopsy that a previously 
distended length of bowel beyond had contracted 
up to the enterostomy opening, the child having 
lived long enough for these changes to occur. This 
case in another way furnishes evidence of the 
mobility of the bowel wall. 

These point is important, since these contracted 
bowels are referred to as microcolon, contracted 
colon ct cetera, in a way which conveys the idea 
that they are under-developed or abnormal and 
permanently narrowed. This on its face value would 
suggest an irremediable condition, but the facts 
noted are not in accord with this idea, especially 
as in the third case, in which a previously distended 
bowel contracted when relieved of its contents until 
it became of quite the same proportions as the also 
disused colon. It seems a fair inference that the 
aftercoming bowel is only narrow by reason of 
physiological adaptation to its contents—a contrac- 
tion on emptiness. From a surgical point of view 
this is much more encouraging, since successful 
conquest of the obstruction would find the bowel 


below normal instead of still obstructive and 
useless. 

Whilst to this extent the observations give hope 
of useful remediation, they still leave unexplained 
the cause of the obstruction, and on this point 
nothing positive has emerged. In the absence, how- 
ever, of any obvious or suggestive mechanical 
impediment, it seems reasonable to suggest that in 
such cases we are dealing with a neuro-muscular 
defect such. as operates in other intestinal troubles. 
It is possible that the cause is to be sought in a 
hyperactivity of the autonomic innervation com- 
parable with that met with in megacolon, in which, 
however, the stricture, being lower, is more 
compatible with life. 


Treatment. 


It must be admitted that in the treatment of con- 
genital intestinal atresia there appears to be room 
for improved surgical achievement, in spite of the 
well-nigh hopeless results hitherto accepted as 
inevitable. 

As these infants are generally in poor condition, 
they are to be considered as serious ‘operative 
risks” and ill-equipped to withstand prolonged 
surgical manipulations. The performance of an 
enterostomy to tide an infant over a critical period 
and as a preliminary step to curative surgery at a 
later stage appears therefore to be a_ rational 
procedure. It is a matter of significance, though, 
that there exists no record of the survival of any 
infant who has undergone this operation. 


Such being the case, immediate anastomosis alone 
offers any hope for the survival of infants suffering 
from congenital atresia. The difficulties of this 
procedure have not been overlooked by previous 
writers on this subject. 

In 1927 MacLennan) stated that: “It is rarely 
possible for any treatment to be curative on account 
of the non-distensibility of the distal segment.” 
And again, in discussing ileal atresias: “The under- 
development of the lumen of the bowel distal to the 
obstruction forms an insuperable barrier to 
restoration.” It has been more recently asserted 
by Webb and Wangensteen that this collapsed distal 
intestine is readily capable of dilating under pres- 
sure, at any rate sufficiently to enable an anasto- 
motic procedure to be carried out without much 
difficulty. 

It is interesting to recall that is early as 1904 
Clogg’® made the statement that: “Whatever 
surgical procedure is undertaken, the collapsed 
intestine below the obstruction should be gently 
dilated with air or water.” In the operation recently 
described by Webb and Wangensteen, a suitable 
portion of the collapsed bowel is secured between 
clamps and inflated with air by means of a hypo- 
dermic syringe and, if necessary, the upper segment 
may be deflated. The immediate effect of this is to 
convert a seemingly. impossible anastomosis into a 
simple one. 

In a search of the literature, nine cases of 
recovery from congenital intestinal atresia, as a 
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result of an anastomotic procedure can be traced. 
Fockens, of Rotterdam, reported the first successful 
operation in an infant with an ileal atresia in 
which there was a defect about four centimetres in 
length and on which he carried out a lateral 
anastomosis. The other eight cases have been 
reported at intervals since and may be cited as 
arguments in favour of a more hopeful outlook 
towards these intestinal malformations. 

With regard to the treatment of stenoses similar 
to those reviewed in this article, the chief difficulty 
would seem to be the establishment of an accurate 
diagnosis, and this may be possible only at 
laparotomy. Even in a public hospital it is 
frequently not possible to secure radiographic data, 
as the surgeon is often called upon to do something 


when the condition of the infant will not permit of 


X ray investigations with opaque media. 

Of, on opening the abdomen, it can be determined 
that the lumen of the bowel is continuous through- 
out and that no atresia exists, the only course to 
adopt is to close the abdomen without performing 
an enterostomy. Some form of hydrostatic dilata- 
tion by means of a catheter introduced from the 
rectum into the collapsed distal segment would 
appear to be the rational form of treatment to 
adopt. Such an attempt was made in Case III of 
this series and met with a small measure of success, 
the child surviving forty-one days and having 
passed two natural motions during its life. It is 
suggested that without the enterostomy this child 
may have stood a chance of recovery. 


It is a simple matter as a rule to make a diagnosis 
of intestinal obstruction, but the determination of 
its situation offers more difficulty. 

The appearance of unpigmented meconium is more 
than suggestive of the presence of an obstruction, 
though bile-stained meconium will be noted in those 
cases in which the obstruction is above the papilla. 
The return of enemata together with gas and fecal 
contents must not be accepted as evidence against 
the existence of a high obstruction, though 
unsuccessful enemata point rather to a_ low 
obstruction. 

Rectal examination frequently reveals the 
presence of the apparent stricture a short distance 
from the anal opening, beyond which it is a matter 
of some difficulty to pass a catheter. This may 
easily be mistaken for one of the more common ano- 
rectal malformations, whereas it is merely the 
junction between the contracted distal segment of 
bowel and the rectum. 

Auscultation of the abdomen is valuable and will 
often reveal loud intestinal borborygmi, an impor- 
tant sign in the absence of visible peristalsis, which 
is seldom observed in these cases. 

Radiographic evidence may be of assistance. 
Recent experiments on dogs have shown that gaseous 
distension of the small intestine can be observed 
from four to five hours after occlusion. In infants, 
however, X ray examination is said to reveal con- 


stantly the presence of gas in the small intestine, 
so that these findings are not so significant as they 
would be in adults and in older children. It may 
be pointed out in this connexion that these infants 
are usually not in a fit state to stand barium 
administration; and X ray examination otherwise 
can indicate only that increased gas is present, and 
this is not a difficult matter to detect clinically. 

Accurate diagnosis in the cases of partial stenosis 
described in this series must remain a matter of 
difficulty, and if we bear in mind the absolute stasis 
that exists, they are almost certain to be mistaken 
for cases of complete atresia. 


Differential Diagnosis. 

In esophageal stricture, the regurgitation is 
immediate and is generally aceompanied by 
cyanosis. 

In pyloric stenosis, as a rule, the vomiting does 
not supervene until the third week, and peristaltic 
waves are more commonly observed; moreover, the 
arrival of an opaque meal in the jejunum and ileum 
should preclude the possibility of the commoner 
forms of intestinal atresia. 

In certain types of imperforate anus where the 
proctodzum has failed to fuse with the mesenteron, 
the clinical picture may be confusing, as was 
pointed out above. A very careful examination may 
be necessary to demonstrate the continuity of the 
anal canal with the proximal part of the contracted 
gut. 


Summary. 

1. Five cases of congenital intestinal malforma- 
tion have been presented, of which three were 
stenoses and two of complete atresia. 

2. The cases of stenosis are attributed to a neuro- 
muscular defect. 

3. No fresh light has been thrown on the possible 
cause of intestinal atresia. 

4. The only remedy offering any hope of recovery 
in intestinal atresia is immediate anastomosis. 

5. The remedy suggested for so-called cases of 
stenosis is systematic dilatation by means of air or 
water. 

6. Nine recoveries as a result of operation in con- 
genital atresia have been quoted, indicating that 
the condition is not irremediable. 

7. Enterostomy insures an 
outcome. 


inevitable lethal 
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ON THE DELIBERATE OPENING OF BONES AS A 
TREATMENT FOR RHEUMATOID ARTHRITIS. 


By J. Forses MAckeNzIE, M.B., Ch.B. (Melbourne), 


Surgeon to In-Patients, Saint Vincent's Hospital, 
Melbourne. 


Ir has become customary to put the summary of 
an article in a scientific journal at the end of the 
article; but it is really easier to read the matter 
contained if the summary is placed at the beginning. 
.For that reason the summary here precedes. 


Summary. 


The making of openings in some of the large bones 
has a curative effect on the condition known as 
rheumatoid arthritis. 

Manifestations of the curative effect are: 

(a) Relief of pain. 

(b) Improvement in the well-being of the sufferer, 
manifested by a most striking improvement in the 
red cell count. An increase of 100,000 per cubic 
millimetre in a fortnight is common and usual; an 
increase up to 700,000 in that time has been noted ; 
in one case an increase of 1,000,000 in one month 
was found. 

(c) Improved functioning of the limbs, probably 
due to the relief from the pain which previously 
accompanied any movement. 


Clinical Experiences. 

In all operations done, ninteen, rarefaction of 
bone has been noted, accompanied by undoubted 
evidence of decalcification, with a very marked 
fatty degeneration of the bone marrow, which flows 
from the openings made in the bone, like thin motor 
oil. The earlier the case the less thin oil is found. 

The bones chosen for opening by the author are 
the femur and the tibia. Both legs are operated on, 
the lower end of the femur on the antero-lateral 
aspect being the most convenient site and the upper 
end of the tibia on the antero-median aspect being 
selected. Three-quarter inch trephine openings are 
made and sometimes enlarged. 

A preliminary report of this method of treatment 
was published by the writer in THe Mepica. 
JouRNAL or Ausrrauia, April 11, 1931. Reference 
to that report will show that owing to the extra- 
ordinary improvement in the condition of an elderly 


lady, the subject of chronic rheumatoid arthritis, 
who had accidentally fractured her femur, it 
occurred to the writer that by the deliberate opening 
of bones so as to imitate a fracture, some benefit 
might come to the sufferers from this complaint. 
At the same time attention was drawn to the fact 
that probably this so-called rheumatic or rheumatoid 
arthritis was really an osteitis of a chronic 
character and that the joint manifestations were 
secondary to a primary bone condition. It is not 
the writer’s purpose, nor does he feel called upon 
here to indulge in theory regarding the etiology 
of the disease or the possible reasons for the most 
striking and certain relief from pain that this 
procedure affords. All that is necessary to say is 
that not only can certain relief from pain be 
guaranteed, that not only does the relief occur in 
the joints near where the bone has been opened, but 
that there is relief from pain right through all parts 
of the body which are affected. Thus in a case in 
which only the femur and tibia on each side were 
opened, relief from pains in the arms and shoulders 
has been obtained. This statement has _ been 
volunteered by patients. Thus a small boy of ten 
years, fourteen days after operation, obtained relief 
from pain in his neck and was able to turn his 
neck in any direction. Previously his bed had to 
be turned if he wished to look in a certain direction. 
His neck had been stiff for months and any attempt 
at movement made him cry. 

The first patient operated on by the author and 
reported in THe MepicaL JOURNAL OF AUSTRALIA, 
April 11, 1932, has now, after nearly two years, 
still continued to improve, so that, in spite of some 
doubt felt by the writer and expressed by colleagues 
on this point, one can say that there is evidence that 
the relief promises to be lasting, if not permanent. 
In addition to the-relief from pain, a most marked 
improvement in the well-being of the patient is 
observed. All patients operated on begin to eat and 
sleep better, and it occurred to the writer to 
estimate the improvement in the blood picture, if 
any. 

Blood counts were done and it was of great 
interest to find that an increase of 100,000 per cubic 
millimetre in the number of red blood cells was not 
uncommon after a fortnight. In one case the 
increase was 700,000 in the same time. In another 
case the increase was 1,000,000 per cubic millimetre 
in one month. Since these early cases occurred blood 
counts are always made; and this increase is a con- 
stant finding. No attempt to explain this in any way 
is made. The fact remains that it happens. One 
can theorize about bone marrow and red cell 
regeneration, At any rate there is always found a 
gross degenerative change in the bone marrow, 
which in practically all cases runs out in a thin 
vily state, apparently under pressure, when the bone 
is opened. There is obviously some big change in 
the marrow, and this is in itself a big argument in 
favour of a bony factor in the causation of the 
disease. This change, combined with constant radio- 
logical findings of bone degeneration, as evidenced 
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by rarefaction and decalcification, tends to make 
one focus one’s attention on bone as opposed to 
joint as the starting point of the disease process. 


Bones Selected and Method of Opening the Bones. 


On account of their size and accessibility, the 
femur and tibia were selected. The accident which 
occasioned this line of thought and action was a 
fracture of the femur, and one felt that the honour, 
if any, should be given this bone. 

The lower end of the femur, on the antero-lateral 
aspeet, and the upper end of the tibia, on the upper 
and inner face, are the sites selected. An incision 
is made right down to the bone, the periosteum is 
pushed back so as to expose a bare area of bone 
large enough to admit the use of a three-quarter 
inch trephine or a large bit. In all early cases an 
ordinary brace and bit was used, but in an effort 
at refinement a trephine has been used in later 
cases. The main point to be emphasized, however, 
is that the opening in the bone should be sufficiently 
large; small drill holes are not sufficient. The 
opening is made right into the marrow cavity and 
a Volkmann spoon is inserted towards the cancellous 
tissue of the bone. Some of the cancellous tissue is 
always scooped out, more or less space being left, 
the whole idea being to bring about a state of 
decompression. This cancellous tissue is practically 
always found to be more like dried sponge than like 
true cancellous tissue. This opening of bone is 
made on both sides. Tibia and femur are always 
chosen, regardless of whether the knees are affected 
or not. Imitation of the fracture of a large bone 
is the keynote of the procedure. Should the hip be 
affected, a drill opening about the diameter of an 
ordinary little finger is made along the neck of the 
femur, aiming to reach the vicinity of the spot 
where the neck joins the head. At this point one 
would like to observe that the hip joint seems to 
escape rather often. This statement is not, of 
course, that of one who has made an intense study 
of the disease, but only the observation of one who 
has recently been seeing more of these cases than 
he has ever seen in the same period of time before. 

When wrists are affected, a smaller drill opening 
is made into the lower ends of radius and ulna. For 
the bossed knuckles, drill holes are made into the 


* distal ends of the metacarpal bones, about three- 


quarters of an inch proximal to the knuckle joint, 
and the drill is pushed towards the joint end of the 
metacarpal bone. The same procedure is adopted 
for the great toe, the base of which is sometimes 
affected ; the metatarsal is drilled in the same way 
as the metacarpal bone. It is very pleasing to see 
the improvement in the bossing which follows this 
simple drilling. The drilling, by the way, can be 
easily done with a local anesthetic; a general or 
spinal anesthetic is advisable for the larger bones. 
Finger flexion improves rapidly and function is 
greatly restored. For instance, a handshake is now 
offered, where before a finger was timidly proffered. 

It is interesting to note that all attempts at cul- 
turing the bone marrow in these cases have been 


unsuccessful. Every type of medium has been used, 
including the egg yolk medium used successfully for 
the cultivation of tubercle bacilli. It may be that a 
very long period of incubation is required, although, 
as a matter of fact, we have given some cultures 
what one would consider more than ample time. 

Included in the series of cases in which operation 
was performed by the writer are several of mon- 
articular arthritis with rarefaction of bone; all 
these have been cases of hip joint disease, and in 
every case except one, that of a young woman, there 
have been lipping and exostosis. These cases being 
regarded as of bone and not of joint origin, and the 
futility of chipping off exostoses being recognized, 
drilling of the neck of the femur has been per- 
formed; a drill hole about the size of a little finger 
has been driven along the neck of the femur almost 
as far as the junction of head and neck. In addition, 
in the last operation the acetabular margin has 
been drilled. Relief of pain has been obtained, but 
sufficient time has not elapsed to state whether the 
exostosing process has been checked. 

To date, and extending over a period of more than 
two years, nineteen patients have been operated on, 
and in every case the result has more than justified 
the ordeal so feared by sufferers who have under- 
gone the various treatments to which these poor 
folk are subjected. Removal of teeth, tonsils and 
gall-bladders, curetting the uterus in females, and 
even removal of uterus or ovaries are a few of the 
things done in an endeavour to check the disease. 
One lady informed me that she had had everything 
done to her except to be laid on an ant heap, and 
that even that could not be much worse than what 
she suffered from certain treatments. The operative 
procedure is accompanied by astonishingly little 
pain, and the early relief obtained from the dull 
bursting pain is described by all. 


After-Treatment. 

The usual post-operative after-treatment is used. 
For one or two nights morphine in small doses may 
be required, but after that a nightly dose of aspirin, 
phenacetin and caffeine mixture is sufficient, and 
an endeavour is as a rule successfully made to get 
the patient to give up all drug treatment. These 
people are usually saturated with drugs, and once 
their pain is relieved, the cessation of drugging 
must be a benefit. 


Exercises —Early movements of limbs in bed are 
encouraged. After a month the patient is allowed to 
sit on the edge of the bed and to dangle the legs, 
but no weight is allowed to be put on the legs for 
eight weeks, as there is a definite risk of fracture 
in all these cases, and after opening the bones one 
might be charged with producing the fracture. A 
useful exercise is obtained by the use of a home 
exerciser type of bicycle. A small boy, aged ten, 
puts in great work on his tricycle and rides about 
all over the place, going over all the bumps which 
used to make him cry when he was taken over them 
in the spinal perambulator. 
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Reports of Cases. 


MIXED TUMOUR OF THE SOFT PALATE RESEMBLING 
THE MIXED TUMOURS OF THE 
PAROTID GLAND. 


By Doveias G. CARRUTHERS, M.B., Ch.M. (Sydney), 
i*.R.A.C.S., 
Honorary Assistant Ear, Nose and Throat Surgeon, 
Sydney Hospital; Honorary Consultant Ear, Nose 
and Throat Surgeon, Canterbury Hospital. 


M.L., A FEMALE, aged forty-eight years, complained of a 
dry throat and of a choking sensation with dry irritating 
cough, especially in the mornings, of about one year’s 
duration. On examination there was found a tumefaction 
of the soft palate of the left side resembling in appearance 
a huge quinsy; otherwise there was evidence of a mild 
catarrhal infection of the nose and slight bronchitis. 
There was no ulceration to be seen either above or below 
the soft palate and no glandular enlargement, although 
there did appear to be some slight thickening hehind the 
angle of the mandible of the left side when contrasted with 
the right side; however, there was some tonsil sepsis of the 
left side which might have accounted for this. A snipping 
was taken from the tumour through an incision in the 
soft palate and the pathologist reported “a mixed growth 
arising from mucous glands resembling a mixed tumour of 
the parotid and of relatively low grade malignancy”. The 
Wassermann test yielded no reaction. 

Since the tumour appeared to be movable and encap- 
sulated, it was decided to try to remove it. Under general 
ether anesthesia, produced by an intratracheal machine, 
an incision was made into the soft palate over the most 
prominent part of the tumour and carried in a curved 
direction extending upwards from the outer aspect of the 
anterior faucial pillar and thence curving horizontally 
across the palate to the base of the uvula. The underlying 
muscles were then split in the line of the incision in a 
manner devised to leave the palatoglossus muscles intact 
below. The tumour capsule was then clearly defined and by 
a process of blunt dissection with a curved instrument the 
growth, with its capsule, was shelled out, the mass being 


Ficure I. 


Showing mixed tumour of the soft 
palate: the tumour after removal 
and fixation. 


followed right up to the base of the skull and outwards 
to the ramus of the mandible. Very little bleeding was 
encountered until there remained only the postero-lateral 
attachments which could not be seen through the incision. 
The tumour mass was now freely movable, but attempts 


to deliver it showed the incision to be too small so that the 
palatoglossus muscle had to be divided at the base of 
the uvula. The incision was carried down into the 
posterior pillar anterior to the palatopharyngeus muscle 
and the tonsil was displaced downwards so that it was 
then possible to draw the tumour down, tie its remaining 
pedicle with the aid of an aneurysm needle and complete 
the removal. Completion of the operation included sutur- 
ing the palatoglossus muscle back to its attachment and 
closure of the wound, except at its lowest point, to allow 
dependent drainage of the large space left between the 
layers of the soft palate. During convalescence the patient 
was in a sitting posture. Healing was uneventful and the 
patient has retained fuil motility and strength in the 
musculature of the soft palate. 

Subsequent pathological examination has confirmed the 
previous report of a mixed tumour of low malignancy and 
comprised of areas of glandular growth and of an 
embryonic cartilage (see Figures I, II and III). 


Figure II. 


Mixed tumour of the soft palate: the tumour 
incised to show macroscopic appearances of 
the interior. 


This case is reported not as a piece of difficult surgery, 
but as a rarity which, although mentioned in ear, nose 
and throat text books, is so seldom encountered that to 
most the appearance of a huge tumefaction in the soft 
palate might at once suggest inoperability, unless it were 
known that such tumours do occur in this region and are 
able to be dealt with surgically. As in the parotid gland, 
there is the possibility of recurrence of this type of growth, 
which is believed to originate from embryonic rests of the 
branchial cleft. However, this patient has now been well 
for six months, there is no evidence of recurrence to date, 
and the glands are not enlarged. Should there be any 
further tumour formation, it can be similarly dealt with. 
On the other hand, had the condition been regarded as 
inoperable and the tumour been left to grow still larger, 
it is difficult to see how the patient could have continued 
to take nourishment. 


SPONTANEOUS LESION OF UPPER CERVICAL 
VERTEBRA. WITH RECOVERY. 


By K. B. Fraser, M.B., Ch.M. (Sydney), 


Honorary Surgeon to Out-Patients, The Hospital 
for Sick Children, Brisbane. 


TuIs case is worthy of record on account of the extreme 
rarity of the condition and the complete absence of any 
symptoms of cord pressure. 

R.M., a girl, aged seven years, was brought down from 
the country to the Hospital for Sick Children, Brisbane, for 
treatment for a “stiff. neck”. The stiffness had been 
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present for about six weeks. The history, elicited from an 
intelligent parent, was as follows: 

The child went to bed one night perfectly well and 
slept throughout the night without any apparent distress. 
When she woke next morning, her chin was twisted round 
to the left and she could not turn her head at all. 

The head had remained fixed in this position until she 
was brought to the hospital. 

I first saw her on October 15, 1931, when the injury had 
been present some six weeks. No history of any accident 
or injury could be elicited, in spite of the most careful 
interrogation. 

The head was inclined slightly to the right side, the 
chin was definitely depressed, and the face rotated to the 
left. There was complete absence of spasm of either 
sterno-mastoid muscle or any other muscle group, and no 
evidence of any swollen or tender glands. Backward and 
forward movement of the neck was possible, and also 
very slight lateral movement to either side; but there was 
complete absence of rotation, any gentle attempt at which 
caused definite pain. When attempting to sit up from the 
lying position, the child took the back of her head in her 
hands and very carefully “lifted herself up by her head”. 
Examination of the nervous system revealed no motor or 
sensory disturbance. Respiration was quite normal. . 

X ray examination was made on October 16 and again 
on October 20. There was obvious rotation in the upper 
cervical region and some abnormality in the shadows of the 
atlas and axis; the rotation made accurate diagnosis of 
the extent of the injury extremely difficult. 

Being quite unused to dealing with such injuries, I kept 
the child under close observation for a fortnight. As 
there was then no improvement, I decided to manipulate 
by gentle extension under an anesthetic. The result was 
somewhat startling. At the first gentle movement of 
rotation and extension there was a .most ominous click, 
and I decided to leave well alone, as there was considerable 
rotation movement under the anesthetic. The head was 
placed between sandbags, but next day seemed as badly 
displaced as ever. On November 10 I again attempted a 
manipulation under anesthesia and exactly the same thing 
occurred. As I apparently had the head in good position 
I applied a plaster to the head and shoulders and put the 
patient back to bed. 

On November 21, eleven days later, the plaster was 
removed. There was a slight pressure sore on the left 
side of the chin, and the rotation to the left was as bad 
as ever. I came to the conclusion that any further 
manipulation was not only useless, but fraught with some 
degree of danger, and I decided to apply extension, with 
the head of the bed on high blocks. After some experience 
a suitable head sling was devised, which the child wore 
with perfect comfort during seven weeks of continuous 
extension. 

After three weeks slight improvement was noticed, and, 
when the extension was finally removed on January 19, 
1932, the rotation had almost completely disappeared, 

The child can now sit up without holding her head; 
backward and forward movement and lateral movement 
are comparatively free; rotation, though possible, is still 
limited, particularly to the right; at rest the chin still 
inclines slightly to the left, though this can be corrected 
by voluntary effort. 


Comment. 

Injuries in. the region of the upper cervical vertebre 
are extremely rare, and most of those persons affected 
with them do not survive, owing largely to the fact that 
any cord pressure is above the point of emergence of the 
phrenic nerve and causes fatal respiratory paralysis. 
Cotton” reports having seen only nine cases and the data 
of four other unpublished cases. 

In this case the lack of any causative trauma and the 
complete absence of cord symptoms or pain of any kind 
are remarkable features in view of the obvious upper 
cervical lesion. 

There is undoubtedly a forward dislocation of the axis 
on the right side, causing the rotation of the head to the 
left and tilting of the head to the right. The atlas appears 
to be carried forward with the displa¢ged axis, producing 
the depression of the chin which was so marked a feature 


| Hdinbureh 
| illustrations. 


and which prevented a good antero-posterior view of the 
dens. Possibly there is actually a fracture dislocation on 
the right side and a subluxation on the left side. 

From my experience of this case I would hesitate in 
future to manipulate any lesion of the first three cervical 
vertebre, unless grave pressure symptoms were present. 
If, however, there are grave cord symptoms, immediate 
careful manipulation under anesthesia is indicated, with- 
out waiting for an accurate diagnosis of the exact lesion. 
Once one is sure that the lesion is an upper cervical one, 
the effects of the trauma rather than minute focal diagnosis 
should decide one’s course of action. 

A. W. George® has formulated some arbitrary lines 
which are useful in diagnosing lesions of the upper cervical 
vertebre. 

A. (i) In a true lateral view the lines running along 
the front and back of the first three vertebral bodies 
run parallel (considering the tubercle of the atlas in - 
front and the posterior aspect of the dens behind as the 
limits of the body of the first vertebra). 

(ii) A third line running down along tbe posterior 
wall of the vertebral canal is straight, but inclines 
towards the two parallel lines as it passes downwards. 

B. In an antero-posterior view the four lines joining © 
the corresponding inner and outer edges of the 
articular surfaces of the atlas and axis should be true 
verticals. 

These lines are shown in Figures I and II. In Figure I 
the posterior aspect of the dens lies just behind, instead 
of on, the vertical line. 
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Reviews. 


A TEXT BOOK OF MEDICINE. 


Ir has been remarked by many of the readers of current 
medical literature that the day of the single author text 
book is fast disappearing. The text book of medicine 
edited by J. J. Conybeare is an admission of the impos- 
sibility of compassing the entire field by one man, for 
although the book is a brief and elementary one, it 
represents the labours of no less than fourteen writers.' 
When we use the word brief, we use it in a relative sense, 
for the volume runs to well nigh one thousand pages. 
The publication of a second edition within four years is 
an indication that the book has met with a deserved 
success. There is ample room for it among the many other 
works on general medicine. It essays to be brief and of 
convenient bulk, to stress the things that are common 
and important, and to give an adequate account of medical 
diseases that will be useful to students and practitioners, 
and fully succeeds in reaching its goal. 

In compiling a book like this one of the most important 
things is to preserve balance; probably only an editor 
knows just how difficult this is, but the editor of this book 
has succeeded very well. Of course, there are instances 
in which the critical reader doubts if a perfect balance 
has always been preserved. Thus it probably is important 
even in a relatively small book to point out how a sigmoido- 
scope is passed or how the procedure of dilatation of the 
esophagus in the condition of achalasia may be carried 
out, but the adoption of the method of gas replacement in 
pleural effusion is not mentioned, though equally 


1“Textbook of Medicine by Various Authors”, edited by 
J.J. M.C., M.D., F.R.C.P.; Second Edition; 1932. 
E. and S. Livingstone. Demy Svo., pp. 1023, with 
Price: 21s. net. 
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important. The expansion ef and additions to several 
sections have increased the value of the work consider- 
ably, and without impairing the balance of the whole. 
There are interesting accounts of subjects such as the 
anginal syndrome, with special reference to coronary 
occlusion, carbohydrate dyspepsia, and the bearing of renal 
physiology: and function on the diseases of the kidneys. 
Diabetic coma is given ratker a sketchy paragraph on 
treatment, and in view of its emergent importance this 
could be expanded. 

It is inevitable that there will be omissions; some no 
doubt are deliberate. Perhaps one does not expect refer- 
ence to the recent successful use of adrenal extract in so 
uncommon a disease as Addison’s disease; or special 
mention of the diagnostic importance of the effusion 
associated with thoracic neoplasm being one that is not 
only sanious in type, but also one that rapidly recurs; 
or discussion of the use of carbon dioxide in the treatment 
of atelectasis. It is, however, a little surprising to find 
no reference to the cinchophen drugs as a cause of acute 
yellow atrophy of the liver, and to the specific proteose 
tried in the treatment of certain allergic affections such 
as asthma. The latter is all the more surprising since the 
book is partly a Guy’s Hospital production. 

When preliminary sections are written to elucidate the 
physiology and pathology of disease, they are very clear 
and concise, and many practitioners as well as students 
will read these with profit. Differential diagnosis is also 
given some useful paragraphs, such as those on 
hematemesis and the hepatic enlargements. A _ special 
section on the diseases of infants is an excellent idea 
well carried out. 

Simplicity is, wherever possible, a keynote of this book. 
A good instance of this is found in the section on respira- 
tory disease, where the physical signs of the chest are 
presented with admirable compression and clearness. This 
tendency can be pursued too far, of course. In the descrip- 
tion of the vascular diseases every pathologist and 
physician will agree with the author that the terminology 
of arterial disease is hopelessly tangled, but the difficulty 
is hardly overcome by using the terms “atheroma” and 
“arteriosclerosis” as mutually interchangeable. Nor will 
every one agree that the changes of arteriosclerosis affect 
chiefly, or at least primarily, the inner coat of the affected 
vessels. In the main this may be true, but the statement 
seems to be rather too dogmatic. It also seems rather 
pessimistic to state that the combination of diabetes 
mellitus and pulmonary tuberculosis is usually fatal within 
a short period. Also, in addition to the use of the somewhat 
ineffective nasal catheter, there are other methods of giving 
oxygen, that do not unduly worry or distress the patient. 

However, it will be observed that these matters are only 
those concerning detail. The book is emphatically a 
sound and concise one, well balanced and clear, anu, 
fortunately, pleasantly written. Without singling out 
special sections for a preferential praise, it may be 
remarked that the chapter on the circulatory system 
represents very well the modern outlook on cardiac disease 
in particular, that on the digestive system and respiratory 
systems, besides being satisfactory accounts of their 
subjects, are well illustrated with excellent radiographs, 
and the section on nervous diseases maintains the tradition 
of the British school of neurologists, who always lead us 
to expect a high standard in their writings. 

. The. book is of a convenient size, well printed on strong 
paper, has a good selective index, and, as has already been 
indicated, covers the ground of general medicine, ending 
with sections on the psychoneuroses, diseases of the skin 
(with a useful brief addendum on therapeutics only) and 
a short discussion on examination for life assurance. 
There appear to be very few typographical errors: these 
are mere slips, like “nornal”’ (page 429) and ‘“neurto- 
syphilis” (page 157), and we presume that “calory” (page 
314) is unintentional. 

A book of this kind is to be thoroughly recommended, 
and it is to be hoped that it will supplant those summaries 
of larger text books which, though much in favour with 
the desperately cramming student and the practitioner in 
search of medicine in compressed tablet form, are 
nevertheless to be deprecated, as being without proportion 
or literary quality. 


‘and the only release from the torture of jealousy”. 


ADDRESSES AS ESSAYS. 


THE writer of essays that are worth the name must have 
lived fully and thought much; he must have observed and 
reflected, and the essay will be the fruit of his living and 
thinking and the measure of his experience and wisdom. 
In “Choosing a Wife and Other Essays” Dr. E. G. Dru 
Drury shows himself as a competent essayist; yet the 
book was not written designedly as a book of essays; 
it is a collection of addresses delivered in South Africa 


’ between 1906 and 1931 to nurses, students and medical men.t 


Most of these addresses are full of interest for the lay 
reader as well as for the medical practitioner; one or 
two are rather of local interest than otherwise. The 
author has read widely and he freely uses his gleanings 


‘from the works of others in reference and illustration. 


His experiences and observations come to us enriched 
by a well-stored mind. It is the mind and its workings 
that chiefly concern him; “On Psycho-Analysis”, “Life 
Below Stairs”, “The Mind of a Man” are most illuminating 
studies, especially to the reader who has not intensively 
studied psychology and the mechanism of the mind. It 
might be wondered why the particular essay, “Choosing 
a Wife” should have been elected to give the title to the 
book, though the subject certainly has the virtue of 
arousing interest in most minds. The title also arouses 
a wonderment at the presumption of the author, until he 
tells us that he called the paper “Choosing a Wife” because 
the decision lies with the woman. Men who would marry 
are exhorted to “desire earnestly the best gifts: charm, 
originality, balance, courage, mystery and sympathy of 
mind in matters of science, art, philosophy and religion”. 
This sound advice given, the author turns to eugenics and - 
quotes the Mendelian law in support of his argument; 
he stresses the value of good stock and advises that men 
should seek in their future wife qualities that they them- 
selves lack. At the same time “all men and women should 
cultivate intensively one science and one art, so that they 
may speak a common language”. With the wisdom of a 
Havelock Ellis, Drury tells us that “marriage is the 
most difficult art in the world and the most worth 
cultivation”. He speaks wisely of living and loving. 
“Compulsion is vain, for one either does love or one does 
not love, and there is nothing wilful about either state’. 
And again, in the essay “Fidelity or Freedom”: “If love 
be service, it is itself perfect freedom . We are bound 
in love to regard the good of others as they see it. If 
that good involves their release from obligations to us, 
then love should clean the slate, for love is its own —— 
the world loves a lover, but to love your love’s lover is 
perhaps the highest achievement of mortal man.” 


An essay of interest and charm is written “On 
Depolarising Words”, by which is meant the inevitable 
change from their original meaning undergone by words 
and phrases that are in constant use. Thence we are 
taken on to a discussion of the unconscious, playing an 
unscrupulous Mr. Hyde to our conscious Dr. Jekyll. This 
leads us to mention of Thomas Sydenham, the father of 
English medicine, and the value of his abiding motto, 
“experience”. The theory of seasonal variation in relation 
to disease is discussed, then the relative claims of tradition 
and innovation are mentioned, and the essay ends with an 
exhortation to “low living and high thinking”. This may 
serve to illustrate the author’s sometimes discursive style. 

It is the réle of the critic to carp, and, if we would, we 
might join issue with Dr. Drury in his conviction that an 
ear for music is purely. a matter of training; we might 
criticize his conception of Nietzsche’s philosophy, or his 
use of the French verb “savoir faire” where “savoir vivre” 
might have been preferred. But these are trivial matters, 
and we are content to give almost unqualified praise. 
Drury has a gift for applying most happily to the subject 
in hand his acquaintance with a wide and varied literature. 
It enriches the essay for the reader who treads with the 
author on familiar ground, just as it is slightly bewildering 
to one who has not made these literary discoveries. 


1“Choosing a Wife and Other Essays”, by E. G. Dru Drury, 
M.D., B.S., D.P.H.; 1932. London: H. K. Lewis and Company, 


Limited. "Demy "Fang pp. 283. Price: 8s. 6d. net. 
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Ail articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbrev.ations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


THE VITAMINS. 


TuerE is probably no more interesting and 
certainly no more important chapter in the medical 
history of recent times than that dealing with the 
recognition of accessory food factors or vitamins. 
The history of the discovery of Australia is bound 
up with the history of scurvy and its prevention. 
Since antiscorbutics were used by Captain Cook 
in his historic voyages of discovery, great progress 
in knowledge has been made. What was used 
empirically by Cook has been investigated experi- 
mentally, and in regard to four of the vitamins 
discovered in recent years a formal international 
agreement upon precise quantitative standards has 
been reached. Progress has been so rapid that 
many practitioners of medicine find it difficult to 
keep track of each new advance. 
study the accessory food factors have had_ for 


Even those who 


reference no compact summary either of present 
day knowledge or of technical methods in this 
There will thus be few 
welcome a monograph recently published as a 
special report by the Medical Research Council of 
the Privy Council.! 


subject. who will not 


In 1919 a special report was prepared for the 
Medical Research Council by a committee appointed 


1“Vitamins: A Survey of Present Knowledge”, compiled by 
a Committee appointed jointly by the Lister Institute and the 
Medical Research Council; Medical Research Council of the 


Privy Council, Special Report Series, Number 167. 


by the Council and by the Lister Institute. This 
report was revised and published as a new edition 
in 1924. The present report has been prepared by 
a joint committee, appointed by the same two 
bodies; in its preparation a complete revision has 
The committee consisted of the 
following members: Professor E. Mellanby (Chair- 
man), Dr. Harriette Chick, Dr. K. H. Coward, Dr. 
J. M. Hamill, Professor Arthur Harden, Sir W. B. 
Hardy, Sir F. G. Hopkins, Professor R. A. Peters, 
Dr. O. Rosenheim, Dr. 8. S. Zilva. 
been edited by Professor Harden. The imprimatur 
of the Medical Research Council and the personnel 
of the committee give it the seal of authority. In 
the preface the committee points out that in 1919 
it was necessary to refer to scepticism regarding 


been necessary. 


The report has 


even the existence of vitamins. Within twelve years 
research has advanced so far that vitamins A, B1, 
CG and D i:ave been standardized on an international 
basis and the standards have been adopted by the 
League of Nations. The report is divided into 
The first is historical and also 


deals with vitamin 4A. 


several chapters. 
deals with 
vitamin D, its biology, chemistry, estimation and 
distribution in foodstuffs. Then follows a chapter 
on vitamins and the dental tissues. 


The second 


The sixth 
chapter is devoted to the vitamin B complex. The 
next three chapters deal with pellagra as a vitamin 
deficiency disease, vitamin C', and some nutritional 
aspects of cow’s milk, with special reference to 
vitamins, The two concluding chapters deal with 
vitamins and human diets and vitamins in relation 
to the diet of the mother and infant. In each of 
the sections devoted to the several vitamins con- 
siderable space is given to the application of 
knowledge to clinical conditions. 

In the chapter on vitamins and human diets 
there appears a statement on which stress may be 
laid: 


Nutrition in man, in relation to vitamins, may be 
considered from two general aspects: (i) The production 
and maintenance of perfect health and optimal growth. 
(2) The prevention or cure of specific deficiency diseases. 


Obvious deficiency disease is relatively rare in 
R. W. Cilento and 
Dr. W. M. Strong have recently reminded readers 
of this journal that a well balanced diet is of the 
utmost 


Australian communities. Dr. 


importance to natives in the tropical 
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countries dependent on Australia. Admittedly the 
conditions under which these natives live are vastly 
different from those existing in Australian centres 
ef population. That the diet of Australians should, 
however, be adequately supplied with vitamins is as 
important to them as it is to natives in New Guinea. 
Those who, on account of the rarity of obvious 
deficiency disease, would regard as unnecessary an 
intimate knowledge of vitamins, of their origin and 
of their uses, forget that vitamins are largely 
responsible for “the production and maintenance of 
perfect health and optimal growth”. In other words, 
while vitamin deficiency may not be sufficiently 
pronounced to produce clinical disease, it may be 
responsible for less obvious departures from nor- 
mality or may render the individual susceptible 
to the ravages of infective microorganisms. In this 
regard reference may be made to the part played 
by vitamin D in the formation of the teeth and to 
vitamin A as a prophylactic against liability to 
infection. The committee points out that laboratory 
work in regard to vitamins is a long way ahead of 
clinical investigation. We have little knowledge of 
the absolute requirements of either adults or 
growing children for any of the vitamins. It follows 
that all available knowledge must be used in clinical 
investigation and experiment that new data may 
be discovered. 

Much that has been written here is so well known 
as to be platitudinous. The purpose of this article, 
however, is to impress on readers the value of the 
Medical Research Council’s publication. Those who 
can do so are strongly advised to buy a copy and 
study it. 


Current Comment. 


PAINLESS LABOUR. 


- Pgopie have ever sought means of alleviating the 
pangs of child-birth; methods of various sorts have 
been devised and employed. The ideal has yet to be 
discovered. Most obstetricians agree that the 
inhalation of chloroform vapour in small doses 
greatly reduces or entirely abolishes the pain of 
normal labour and provides a blessed amnesia at 
a minimum of risk to mother and child. But chloro- 
form has certain disadvantages, chief of which 
perhaps is the difficulty in the regulation of dosage. 
“Twilight Sleep” was widely used for a number of 
years; it has fallen into desuetude with some 


medical practitioners because, among other reasons, 
it may produce a state of apnea of the newly born 
infant. More recently, nitrous oxide and oxygen, 
spinal anesthetics, the barbiturates, and “Avertin” 
have been employed. Each method has _ its 
adherents. If an estimation of relative value can 
be made by a consideration of the popularity of the 
various methods, chloroform analgesia must be 
regarded as the most generally satisfactory. It is 
interesting to note the remarks of L. C. Rivett, who 
believes that he has devised a method whereby the 
pains of normal labour may be alleviated in 90% 
of cases, under all conditions. Chloroform was 
the first anesthetic to be used in labour. Its use 
was advocated Ly Simpson over eighty years ago; 
Rivett believes it is still the best for analgesia, 
though not for surgical anesthesia in obstetrical 
operations. He remarks that it is not “generally 
realized what a small amount of chloroform is 
required to abolish completely all sensation of pain 
in labour”. Anesthesia, even very light anesthesia, 
is not required at all; in fact, “it is detrimental to 
the progress of labour. Little more than the smell 
of chloroform produces a state of analgesia in which 
the patient does not feel any pain, yet is conscious 
of every uterine contraction, and is able to bear 
down to assist the expulsion of the child.” Chloro- 
form may be administered during the first stage of 
labour, as soon as the uterine contractions begin 
to hurt, and, providing it is given in very small 
doses and only during the contractions, its adminis- 
tration may be continued for twelve hours, if neces- 
sary, without any ill effect. Towards the end of 
the second stage chloroform should be_ given 
continuously. Rivett goes on to say that, given in 
this way, chloroform does not retard the progress 
of labour; rather does it seem actually to shorten 
the duration of labour, especially the second stage. 
The uterine contractions occur at longer intervals 
and are less powerful than when no chloroform 
is administered; but this apparent disadvantage is 
counterbalanced by a decrease in the resistance of 
the soft parts, due to the abolition of the pain 
reflex, which normally causes spasm of the cervix 
and the levator ani. Chloroform has _ been 
administered during the second stage of labour to 
over two thousand women at Queen Charlotte’s 
Hospital. There was no untoward result in any of 
these cases, though in a few the desired analgesia 
was not produced, and, very rarely, a state of 
excitement developed. Rivett suggests that the 


‘| state of excitement occurred because the administra- 


tion of chloroform was commenced too late in the 
course of labour. He points out that the incidence 
of the application of forceps was not increased and 
perineal laceration was no more frequent, Similar 
results have been obtained at the Middlesex 
Hospital. 

Rivett remarks that at least half of the confine- 
ments in England and Wales are conducted by 
midwives. In other cases it is impracticable for 


inn? of the ‘Royal Society of Medicine, September, 
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the medical practitioner to be in attendance for 
twelve hours at a time, and, during his absence, the 
midwife is in charge. Obviously, then, if 90% of 
gravid women are to be given relief from the pains 
of labour, midwives must be taught some safe 
method of inducing analgesia. Rivett believes he 
has devised such a method. Chloroform is dispensed 
in doses of 1:3 cubic centimetres (twenty minims) 
in glass ampoules wrapped in gauze. An ampoule 
is crushed and tucked in under the edge of the 
frame of a Schimmelbusch mask. The mask is held 
over the face during each pain. From six to ten 
ampoules should be used in an hour to produce the 
required analgesia. Rivett states that overdosage 
is impossible when this method is used; also the 
method is so simple that any midwife could acquire 
proficiency in it within a month or two. Already 
it has been employed in a large series of cases by 
nursing sisters in the Middlesex and Queen 
Charlotte’s Hospitals, without any untoward result. 

Rivett says little about rectally administered 
ether, the drugs of the barbitone series, and 
“Avertin”, beyond that they require further investi- 
gation. “With correctly calculated dosage they 
may be very valuable in domiciliary obstetrics”. He 
states that anesthetization by nitrous oxide and 
oxygen is the best, but it is expensive and entails 
the use of cumbersome apparatus and the employ- 
ment of an expert anesthetist. 

During the Great War there were numerous 
trained nurses who proved themselves capable of 
administering a general anesthetic with efficiency. 
In many parts of Australia the matron of the local 
hospital is also the anesthetist. In the Territory 
of New Guinea and other tropical countries it is 
the practice for trained medical assistants to 
administer anesthetics. Many of these people are 
highly skilled at their work. Of course, there are 
obvious drawbacks to the administration of anvs- 
thetics by persons, however skilful, who have not 
had a grounding in the principles of medical science. 
But, providing there is no abnormality, the margin 
of safety is surely wide enough when analgesia only 
is aimed at. The training of midwives in the 
methods suggested by Rivett should not present any 
great difficulties; the difficulty would be in insuring 
that midwives conducted normal labour only. This 
difficulty appears to be insuperable under present 
conditions, The main value in Rivett’s method 
would appear to be that it provides a simple and 
safe means of inducing analgesia, and therefore 
can be utilized by a trained nurse during the absence 
of the attending obstetrician. 


THE PARENTERAL ADMINISTRATION OF 
LIVER EXTRACT. 


Tue preparation of extract of liver substance in 
a form suitable for injection provides a further 
valuable measure in the treatment of pernicious 
anemia. Like many new and spectacular thera- 
peutic measures, however, the injection of liver 
extract is likely to be employed indiscriminately 


and unnecessarily. It is fitting, therefore, that a 
comparison of the effects of the oral and parenteral 
methods of administering liver extract should be 
made and that the indications for treatment by 
injection should be ascertained. H. Milton Conner 
has recently reported the results of an investigation 
made along these lines... He administered liver 
extract by intramuscular or intravenous injection 
to 27 patients suffering from pernicious anemia. 
The effects on the various blood elements and the 
symptoms of the disease were similar to those 
resulting from the oral administration of liver; but 
they were produced more rapidly. The effects on 
the nervous symptoms remain in doubt; but Conner 
remarks that the evidence obtained in his investiga- 
tion suggests that liver extract is of no greater 
value when administered intravenously or intra- 
muscularly than when administered by mouth. 

Intramuscular injection caused soreness, some- 
times severe pain, but no other untoward symptom. 
Chills and fever occurred on several occasions after 
intravenous injection. 

Conner remarks: 

It is likely that the injection treatment will be of 
greatest benefit to patients who are extremely ill, patients 
who have extreme anorexia and are unable to take liver 
cr other effective substance by mouth, patients who are 
vomiting a great deal, patients who particularly dislike 
liver or any of the other effective materials, and the very 
rare patient who manifests symptoms of gout as a result 
of the administration of liver. 

In the discussion that followed the reading of 
Conner’s paper at the Eighty-Third Annual Session 
of the American Medical Association, John H. 
Musser expressed the opinion that the important 
peint brought out was that liver extract was ayail- 
able in a form suitable for injection. Treatment by 
injection should not be regarded as the best method 
of treatment. If it is inadvisable or impracticable 
to give liver by the mouth, intramuscular injection 
should be employed; intravenous injection should 
rarely be necessary. Musser points out that there 
are inherent dangers in intravenous medication. He 
draws attention to an apparent paradox: While 
efforts are being made to prepare therapeutic sub- 
stances, such as insulin, for oral rather than 
parenteral administration, the preparation of liver 
extract for injection is hailed with great enthusiasm, 
although treatment by the oral administration of 
liver is, in the vast majority of cases, satisfactory. 

It is to be hoped that these remarks will assist 
to curb any excessive zeal in the intravenous 
administration of liver extract. The method 
should be regarded as an accessory rather than a 


‘substitute. 


A CORRECTION. 


Ix the editorial article on prostatectomy pub- 
lished last week an error appears in the eighth line 
from the end. The word eight should be twelve: 
“one in twelve patients subjected to prostatectomy 

Must die”. 


1The Journal of the American Medical Association, August 20, 
1932. 
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Gbetracts from Current 
Medical Literature. 


GYNAECOLOGY 


Biochemical Studies of Human Semen. 


E. G. Mrrer, Junior, AND R. 
Kurzprok (American Journal of 
Obstetrics and Gynecology, July, 1932) 
report their investigations on the 
factors affecting the migration of the 
sperm through the cervix. A drop of 
mucus was obtained from a healthy 
cervix and this was brought in contact 
with a drop of semen, and the 
phenomena at the boundary were 
observed under the microscope. It 
was noted that with the healthy mucus 
the sperms assembled against the 
boundary and gradually began, by 
means of a triangular phalanx, to 
invade the mucus. By this spearhead 
formation they penetrated the mucus. 
These sperms at the head of the spear 
lose their motility, but their place is 
taken by fresh ones which come along 
the track already prepared for them. 
If, however, the experiment is per- 
formed with infected mucus, the 
sperms will not accumulate at its 
boundary and make no attempt at 
penetration. Normally the seminal 
fluid, which is slightly alkaline, is 
placed between two substances of dif- 
ferent hydrogen ion concentration, a 
plug of cervical mucus definitely 
alkaline, and the acid vaginal 
secretion. The sperm head carries a 
negative charge, and if two poles of 
a battery are suspended in a solution 
of sperms, the sperms will pass to the 
positive pole. As a result of experi- 
ments there are indications that one 
factor of the initial orientation of the 
sperm migration is the difference of 
electrical potential causing a cata- 
phoretic effect, thus suggesting a 
mechanism that may be the basis of 
the chemotaxis observed. Again, if 
unhealthy mucus which is less alkaline 
or even acid, is used, this difference of 
potential is almost down to zero and 
orientation of the sperm does not 
take place. 


The Influence of Gynzecological 
Conditions on the Genito-Urinary 
Tract. 


ARTHUR STEIN AND MorTIMER RODGERS 
(Surgery. Gynecology and Obstetrics, 
October, 1932) have invoked the use 
of X rays in an endeavour to demon- 
strate a relationship between changes 
which may occur along the female 
urinary tract which are based upon 
pathological conditions, such as fibroid 
tumours or ovarian cysts arising in 
the female pelvis. They also investi- 
gated some changes of pregnancy with 
the same _ object. They injected 
“Skiodan” intravenously and at the 
same time injected lipiodol into and 
through the uterine cavity. They 
describe the details and method of 
injection used in both cases. They 
chose the “Skiodan” in preference to 
direct injection by a urethral catheter 
in order to avoid any mechanical dis- 


placement of the ureter. They group 
their cases into two classes, those of 
pregnancy and those of pathological 
pelvic tumours. In the tumour cases 
the diagnosis was in every case con- 
firmed at operation. In eleven cases 
injections were used, five patients 
being pregnant at stages varying from 
six weeks to six months. In all preg- 
nancy cases, even as early as six 
weeks, the authors found a dilatation 
of both ureters, this dilatation increas- 
ing with the period of gestation. On 
the other hand, with a fibroid tumour 
of a size similar to the size of the 
uterus, no similar dilatation of either 
the kidney pelves or ureters was found. 
The authors concluded that dilatation 
of the ureters in pregnancy was purely 
physiological, while a pelvic tumour 
of a corresponding size, whether a 
fibroid or a cyst, was incapable of 
producing by mechanical means a 
similar condition. They examined one 
patient with prolapse without finding 
any change in the ureters or kidneys 
that would be demonstrated by X rays. 
They propose at a later date to study 
the effect of cancer of the cervix on 
the ureters. All the pregnant patients 
who were examined in this series by 
injection of lipiodol into the uterus 
have been admitted to hospital for 
a therapeutic interruption of the 
pregnancy. 


A Human Ovum Fifteen Days Old. 


Nintan McIntTIRE FALkIner (The 


Journal of Obstetrics and Gynecology 
of the British Empire, Autumn 
Number, 1932) was fortunate in 
securing from amongst the curettings 
of a uterus an ovum fifteen days old. 
This is a rare specimen, as there are 
very few young human ova in the 
literature. He reviews the specimens 
previously described and then 
describes his own specimen. Full 
details are given of the method of 
preparation and the staining methods 
employed. The ovum measured 2-05 
millimetres by 1:80 millimetres 
overall. The embryonic shield was 
0-23 by 0:30 by 0:06 millimetre. The 
measurements of the amniotic cavity 
were 0:23 by 0:30 by 0:13 millimetre. 
The yolk sac measured 0-24 by 0:36 
by 0-52 millimetre. In his opinion the 
ovum was fifteen days old. A full 
description is given by the author of 
the microscopic appearances. He con- 
cludes that the microscopic features 
to be seen in the decidua at the 
fifteenth day of pregnancy are not 
quite the same as those found in pre- 
menstrual endometrium. The differ- 
ences lie in the secretory activity of 
the glands and of the _ surface 
epithelium, which is more marked. 
The stroma cells do not so nearly 
approach the typical decidual cell in 
appearance and the vascular condition 
of the compact layer has much more 
proliferation of the endothelial cells 
of the capillary walls and a great pre- 
ponderance of leucocytes. As regards 
the capillaries of the uterine circula- 
tion which communicate with the 
veins at two different levels in the 
endometrium, namely, in the compact 
layer and in the spongy layer, the 


author shows that as a result of this 
there is an underlying circulation 
uninterrupted in the spongy layer 
when, during placentation, the compact 
layer undergoes almost complete 
destruction. This is a_ safeguard 
against thrombosis, which might occur 
if all the capillaries of the arterioles 
were’ involved in trophoblastic 
invasion. Also, the maintenance of a 
circulation at the base of the ovum, 
independent of the forming placental 
circulation, and at the same time com- 
municating with it, favours’ the 
ultimate establishment of a circula- 
tion in the implantation. The author 
a. describes the trophoblast in 
etail. 


Adenocarcinoma of the Vagina. 


Girpert I. StracHan (The Journal 
of Obstetrics and Gynecology of the 
British Empire, Autumn Number, 
1932) points out that carcinoma in the 
vagina is uncommon. The tumour 
may be an epithelioma which may 
have spread either from the cervix or 
be primary in the vagina, or it may 
take the form of adenocarcinoma, 
which is much lecs frequently found. 
It may be secondary to carcinoma of 
the body of the uterus and may be 
the first sign of this condition. 
Primary adenocarcinoma of the vagina 
is the rarest malignant growth in the 
vagina. The author has described two 
cases. The first patient was aged fifty 
and had had eight children. She had 
had a vaginal discharge for six 
months, with irregular vaginal hemor- 
rhage for three months. The vagina 
was filled by soft, fungating, friable 
growth, which was mistaken for a 
cauliflower carcinoma growing from 
the stump of the cervix left at a sub- 
total hysterectomy eight years before. 
Examination under anesthesia showed 
the cervix was not involved. On 
digital examination the whole mass 
came away with very little bleeding, 
while the site of origin was left almost 
clear, with very little induration. 
Microscopic examination revealed 
typical adenocarcinoma. Seventy 
milligrammes of radium were intro- 
duced for twenty-four hours, giving 
an exposure of 1,680 milligramme- 
hours. The vagina remained clear for 
twelve months. At the end of that 
time a similar condition had recurred. 
The growth was easily removed as 
before, and there was still no apparent 
local infiltration. One hundred and 
fifty milligrammes of radium were 
applied for forty-eight hours, a total 
dose of 7,200 milligramme-hours, and 
up to the present there has been no 
repetition of the growth. The second 
patient, forty-eight years of age, had 
vaginal hemorrhage of five months’ 
duration, with yellow discharge and 
low pelvic pain. Both ovaries had 
been removed twenty years before. 
The vagina was almost completely 
filled with a large, friable, fleshy mass, 
which was found to arise from. the 
posterior wall, just behind the cervix: 
the cervix was free, while the uterus 
was felt as a small mobile organ. The 
tumour was easily removed digitally, 
leaving what looked like a sharply cir- 
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cumscribed hole in the vaginal mucosa 
of the posterior fornix. Bleeding from 
this was slight, and induration and 
infiltration were practically absent. 
Examination with the microscope 
revealed adenocarcinoma. Highty-eight 
milligrammes of radium were packed 
into the vagina for thirty hours, 
giving a dose of 2,640 milligramme- 
hours. The result so far has been 
satisfactory. There has been no 
bleeding and no recurrence. The 
author, in reviewing the literature, 
finds 39% of primary vaginal car- 
cinoma in a series of 328 cases of 
earcinoma. He discusses the possi- 
bility of the carcinoma having grown 
from Wolffian remnants, but is of the 
opinion that it probably grows from 
aberrant or _ heterotopic cervical 
glands which have become _incor- 
porated with the surrounding vaginal 
epithelium, and he is of the opinion 
that the histological structure closely 
resembles that of an adenocarcinoma 
of the cervix. 


OBSTETRICS. 


The Treatment of Contracted Pelvis. 

P. W. SHaror (Monatsschrift fir 
Geburtshilfe und Gyndkologie, Feb- 
ruary, 1932) reviews a large series of 


contracted pelves seen at the Moscow ~ 


clinic. He emphasizes that pelvimetry 
alone is of little value in estimating 
the probable outcome in any particular 
case, as the progress of labour and the 
effect of moulding are factors of 
greater value. The type of contraction 
plays an important part in spontane- 
ous delivery, especially with primi- 
pare, in whom the proportion of 
normal deliveries is diminished. The 
foetus tends to be heavier with multi- 
pare, but no relationship between the 
foetal weight and the degree of pelvic 
contraction can be stated. Labour 
tends to be shorter with multipare, 
but bears little relationship to the 
type of contraction. Premature rup- 
ture of the membranes occurs earlier 
with primipare. It is noted most 
frequently with generally contracted 
pelves and less frequently with either 
flat or generally contracted and flat 
pelves. In regard to the mode of 
delivery, spontaneous birth gives the 
best results. Cesarean section is the 
best operative procedure, followed by 
mid or low application of forceps. 
High forceps application, perforation 
and version are generally associated 
with unfavourable results. Details of 
= author’s cases are given in tabular 
orm. 


The Cardiac Output in Pregnant 
Women. 

H. J. STanpER AND J. F. CaApnen 
(American Journal of Obstetrics and 
Gynecology, July, 1932) have carried 
out an investigation of the cardiac 
output in pregnant women by the 
acetylene method of Marshall. As 
pregnancy progresses from the fourth 
month the cardiac output increases 
till at full term it has increased by 
about 60%. As there is no appreciable 


fall in blood pressure in normal preg- 
nancy, normal gestation is accom- 
panied by a considerable increase in 
cardiac work. Whether this additional 
cardiac work is effected by actual 
hypertrophy of the heart or by calling 
on the reserve power of the heart, the 
authors were unable to determine. In 
normal women this extra work is met 
without difficulty, but in those who 
have a cardiac lesion this extra work 
is more than the heart can stand 
without permanent damage, apart from 
the extra strain of labour, which, 
owing to technical difficulties, they 
were unable to investigate. The heart 
output slowly returns to normal after 
delivery and reaches its non-pregnant 
state at the end of the third week. 


The Prevention of Maternal and 
Infant Mortality. 


K. pe Snoo (Monatsschrift fiir 
Geburtshilfe und Gyndkologie, May, 
1932) describes in detail the methods 
adopted at Rotterdam to combat 
maternal and fetal mortality and 
morbidity. The main factors in pre- 
vention are the elimination of 
eclampsia, the correctioa of abnormal 
presentations, the 
pelvic disproportion and the timely 
diagnosis of such extragenital causes 
which can cause difficulty during 
delivery. In Holland public opinion 
has for long been kept well informed 
of the aims of ante-natal supervision, 
mainly by means of lectures and films. 
Attached to the university hospitals 
are out-patient departments which 
care for more than half the population. 
At Rotterdam there are two such ais- 


pensaries in different parts of the city. | 


All patients must book at one of these 
by the seventh month and attend 
fortnightly thereafter. At each visit 
abdominal palpation is performed, the 


urine examined and the blood pressure 


noted. Patients with mild albuminuria 
or pyelitis are visited in their homes 
and treated; all others are sent to 
hospital. Unbooked patients are not 
helped. As a result of this supervision 


trolled by aortic pressure and a 
laparotomy was performed without an 
anesthetic. Although replacement of 
the fundus was easy, the uterus was 
removed because of fear of infection 
and lack of tone. The author con- 
siders that the amount of primary 
shock noted in any case is a good 
indication for determining whether to 
wait or to replace the _ uterus. 
Naturally, the sooner reposition is 
done the better, but acute shock is a 
serious complication and, when 
present, should be first of all treated. 


Bromsulphalein Test for Liver 
Function in Toxzemias of 
Pregnancy. 

J. M. FrerHeir (American Journal 
of Obstetrics and Gynecology, June, 
1932) describes the technique and the 
results obtained by the use of brom- 
sulphalein as a test for liver function. 
He comes to the conclusion that it is 
of use in distinguishing the toxic type 
in hyperemesis gravidarum from the 
neurotic type, and is especially helpful 
when a positive test is obtained in 
determining induction. However, in 
the toxemia of late pregnancy it is 


recognition of | of little help as a means for differen- 


tiating the nephritic from the 
eclamptic type of toxemia or as an 
aid in predicting the outcome of these 
conditions. 


Liver Injuries During Delivery. 

F. Gymyicu (Monatsschrift fir 
Geburtshilfe und Gyndkologie, May, 
1932) refers to an uncommon com- 
plication of normal delivery—hepatic 
injury—which is associated with a 
high fetal mortality. The lesions 
noted were rupture of the liver, both 
peripheral and central, also traumatic 
subcapsular hemorrhages and lacera- 
tion of the capsule. Death usually 
occurred on the day following the 
injury. The injuries were apparently 


| due to pressure of the ribs on the large 


there were two maternal deaths in | 


5,432 deliveries between 1926 and 1930. 
The details of the abnormal cases are 
presented in comprehensive tables. 


Acute Puerperal Inversion of the 
Uterus. 


H. Fucus 
Geburtshilfe und Gyndkologie. April, 
1932) describes a case of partial 
inversion of the uterus occurring 
immediately after the birth of the 
child. He ascribes it to partial atony 
of the uterine wall allowing inversion 
to commence and assisted probably by 
the traction of a short cord on an 
adherent placenta, aided possibly by 
the effect of pituitary extract given 
shortly before labour. Disappearance 
of the uterine fundus was noted during 
the third stage, and at the same time 
the patient became profoundly col- 
lapsed. Vaginal examination revealed 
a partial inversion. The placenta was 
peeled off the fundus, but attempts at 
reposition failed and considerable 
hemorrhage continued. This was con- 


(Monatsschrift fiir | 


fetal liver. Prophylaxis would appear 
to be limited to an episiotomy in all 
cases after delivery of the head when 
birth of the body would seem to be 
difficult. The author has summarized 
the available literature and added a 
case of his own. 


The Treatment of Albuminuria of 
Pregnancy. 

S. J. Cameron And H. THOMSON 
(The Journal of Obstetrics and Gyne- 
cology of the British Empire, Summer 
Number, 1932) record the resulis they 
have obtained by the administration of 
alkalis in the albuminurias of preg- 
nancy. The patients were given a 
lozenge containing 0-45 gramme (seven 
and a half grains) of calcium soda 
lactate, 2:4 grammes (forty grains) 
of potassium citrate, and 1:2 grammes 
(twenty grains) of sodium bicarbonate 
three or four times a day. The treat- 
ment gave very satisfactory results 
with the albuminuria of pregnancy, 
but it is useless in chronic nephritis. 
The authors were able to show a 
considerable reduction in the number 
of eclamptics admitted to hospital 
since the introduction of this ante- 
natal treatment in 1930. 
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British Wedical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MEpDIcAL ASSOCIATION was held at Bendigo Base Hospital, 
Bendigo, on September 17, 1932. 


Prognosis in Heart Disease. 


Dr. L. E. Hurtey read a paper entitled: “The Principles 
Governing Prognosis in Heart Disease” (see page 677). 


Dr. M. D. SILBERBERG congratulated Dr. Hurley on the 
philosophical breadth of his treatment of the subject. He 
had covered very difficult ground efficiently and well. One 
big division of cardiac disorders which had not been dealt 
with very fully by Dr. Hurley, was the important distinc- 
tion between the functional and the organic groups of 
so-called cardiac disease. It was important to be able to 
assess the relative proportion of the functional and 
organic factors in any given case, and to modify the 
prognosis according to this proportion. It was necessary 
also to distinguish between the immediate and the 
ultimate prognosis. The type and the severity of tne 
symptoms of distress were valuable in assessing the 
functional capacity of the myocardium. The prognosis in 
coronary thrombosis was net necessarily fatal, as in some 
cases immediate symptoms subsided and the patient 
recovered sufficiently to allow of a sufficient amount of 
anastomotic circulation to be established. The prognosis 
in true angina pectoris was not so bad as was sometimes 
supposed, as in any series of cases which was carefully 
followed up, a considerable propertion of the patients 
affected were found to die from other causes. 


In a patient presenting mixed symptoms of functional 
and organic cardiac disease, which, for convenience, Dr. 
Silberberg called the “psycho-toxic type”, it was necessary 
to base the prognosis on the relative amount of organic 
disease present. 


Dr. A. P. Dernam congratulated Dr. Hurley on his 
excellent paper, which was characteristically lucid and 
complete—so complete that he (Dr. Derham) did not feel 
able to elaborate or improve on it in any way. There 
was one point, however, on which he did not agree with 
Dr. Hurley, but this disagreement was a matter of 
psychology rather than cardiology. He understood Dr. 
Hurley to say that it was unwise to inform a patient 
who had a mitral systolic bruit, probably of no patho- 
logical significance, that this peculiarity was present, 
as it was likely to alarm the patient and give rise to a 
state of anxiety. Dr. Derham pointed out that it was 
more than likely that such a patient had already had 
medical advice and might have already been informed of 
the presence of the bruit, and the failure of the consultant 
to mention it might give rise to a feeling of distrust. 
Even if the patient were not already aware of the presence 
of the bruit, some other practitioner in the future would 
probably find it and would be unable to determine whether 
it were a new or an old-standing condition. Dr. Derham’s 
practice in such cases was to inform the patient 
immediately of the presence of a bruit and to assure him 
that it was probably of no significance as far as his 
health was concerned. In the case of young children also 
he was careful to inform the parents of the presence of 
such bruits because it so often happened that these were 
found during the first examination for an acute illness, 
and it was of great value to know that they had been 
present before when the child was well. 


Dr. D. W. NEvILLE remarked that Dr. Hurley had perhaps 
not sufficiently elaborated the question of the outlook as 
to the patient’s capacity for future work. It was important 
for the patient to know how long he was likely to live, 
but it was very nearly as important for some men to 
know whether they were to be able to earn a living. 

In reply, Dr. Hurley said that he agreed entirely with 
Dr. Derham’s remarks about telling the patient that he 
had a bruit, and with the reasons given. What he had 


intended to convey was that he thought it was unwise 
to tell such a patient that he had a leaking valve in his 
heart. In reply to Dr. Neville’s remarks, Dr. Hurley said 
that in the case of organic heart disease, he advised 
patients to live strictly within their limits as estimated 
by their symptoms. Patients with disordered action of the 
heart of a functional type, however, were much better 
if they undertook as much physical exertion as they 
could, even at the cost of some initial discomfort, and 
very often their condition improved. One such man, a 
patient of Dr. Hurley, after a year’s hard work prospecting, 
returned and volunteered to accept a smaller war pension, 
as he was feeling so much better. Dr. Hurley agreed 
with Dr. Silberberg in his remarks about coronary 
thrombosis. He had found that in elderly patients, the 
degree of anastomosis which could occur was often greater 
than in younger people. 


Paraldehyde as a Basal Anesthetic. 


Dr. J. L. THompson read a paper by himself and 
Dr. L. J. T. Hartnett entitled: “A Note on the Use of 
Paraldehyde as a Basal Anesthetic” (see page 682). 


Dr. L. J. T. HARTNETT said that while engaged in the 
experience described by Dr. Thompson, he had become 
most enthusiastic about the results of paraldehyde basal 
anesthesia. Compared with those taking ordinary ether 
anesthesia, the patients, after taking paraldehyde, felt 
better on the day after operation and often expressed 
surprise that they felt so well. He considered that, besides 
a great saving in expense, paraldehyde offered an increase 
in safety. 


Dr. Vicrok Hurtey agreed with the advantages of the 
use of paraldehyde and remarked that the use of basal 
anesthesia was much in vogue nowadays. He reminded 
members that basal anesthesia had been the only form 
available before the discovery of chloroform and ether. 
The value of any basal anesthetic should be determined 
very largely on the factor of risk. That depended on the 
anesthesia of the higher brain centres without seriously 
interfering with the lower centres of respiration, circula- 
tion et cetera. His chief experience of the use of 
paraldehyde had been in association with operations under 
local anesthesia. One patient recently, a woman, aged 
sixty-nine, had had toxic goitre with congestive heart 
failure. On examination he had agreed that the only 
possibility of helping her heart failure was to relieve her 
thyreoid intoxication. He had not considered the patient 
a suitable subject even for nitrous oxide and oxygen 
anesthesia, but she was successfully operated on under 
local anesthesia, preceded by paraldehyde given rectally. 
His usual technique in this method was to give the 
patient 0-013 gramme (one-sixth of a grain) of morphine 
and 0-3 milligramme (one two-hundredth of a grain) of 
scopolomine hyperdermically two and a half hours before 
the operation. The patient was then put on the canvas 
ready for removal to the theatre, and was not otherwise 
moved after that. Two hours before the operation paralde- 
hyde in olive oil was given rectally (six drachms for 
women and eight for men) in two ounces of olive oil. 
In the case of the patient quoted a partial thyreoidectomy 
was done at the first sitting and the gland on the other 
side was successfully removed three weeks later. Dr. 
Hurley said that he preferred paraldehyde to ‘Avertin” 
or “Sodium amytal” basal anesthesia. 


Dr. W. E. Harrison expressed his admiration of the 
paper and the work it represented. He had had: no 
personal experience of paraldehyde as a basal anesthetic, 
but felt that the method fell short of the ideal in that 
it did not dispense with the necessity of giving ether by 
inhalation. He had had gratifying results with ether 
in oil given by the rectum as a basal anesthetic, especi- 
ally in exophthalmic goitre and in certain major 
abdominal operations. He asked if there were any 
contraindications to giving ether by the rectum. 


Dr. Thompson, in reply, said his experience of rectal 
anesthesia with ether had been so unsatisfactory that 
he had given it up. He did not use paraldehyde to its 
full possibilities as a basal anesthetic, but rather asa 
preliminary to ether by inhalation. The blood pressure 


art: 
— 
4 
| 
| 
| 
a | Ic 
| 
| 
4 
| 
“4 | 
| 
| 
| 
4 | fi 
| 
4 | ti 
| 
| 
| 
| 
il 
| 
| 
| 
| 
| 0 
: | Si 
| 
| 
| 
x 
: | 
| 
aay 
| 
| 
| 
| 
| 
#9 | 
a tl 
| 
| 
| 
| a 


December 3, 1932. 


THE MEDICAL JOURNAL OF AUSTRALIA. 


was taken in all cases, and in no case was it found to 
have been lowered. 


Hydatid Cyst in the Left Ventricular Wall of the Heart. 


Dr. W. J. Lona reported the history of a married woman, 
aged forty-two years. She had been married for twenty- 
four years and had four children. The patient complained 
on May 31, 1932, that her right lung was “bad”. She had 
a cough in the morning, was short of breath, and had 
lost a stone in weight. She ate and slept well. 

Nothing abnormal was found on examination of the 
chest except that pulsation was seen and felt one inch 
above and outside the left nipple line, the apex beat being 
in its normal position. Radiographs of the chest were 
made at the Commonwealth Health Laboratory, Bendigo. 
On June 2, 1932, the following report was received. 


Film of lungs shows slight mottled peribronchial 
thickening downwards from the right hilum. Also a 
large rounded shadow apparently continuous with the 
heart shadow on the left side and, I think, inside 
the pericardium. The indications are that such may 
be a hydatid in the pericardium rather than a lung 
lesion. Screening of the chest and a Casoni test would 
help towards differential diagnosis. 


On June 23, 1932, the following report was received 
from the radiologist: 


Screening in various positions showed that it was 
not possible to separate the tumour shadow from the 
heart-pericardial shadow. Further, the tumour 
appeared to transmit only the heart movement and 
did not seem itself to pulsate. 

For better localization stereoscopic radiographs were 
taken at the same examination. The following report was 
received : 

The tumour is centred on the fourth rib in the mid- 
clavicular, reaching to the third above and fifth below. 
Casoni test was positive. The tumour would there- 
fore appear to be a hydatid cyst adherent to or inside 
the pericardium. 


The conclusion from the radiological examination was 
that there was a hydatid cyst about the size of a goose egg 
in the position of the pulsation. 

On July 18, 1932, under intratracheal anesthesia given 
by Dr. Robinson, Dr. Long removed three and a half 
inches of the fifth rib in the anterior axillary line. He 
had to traverse one inch of the pleural cavity to reach 
the hydatid cyst. He packed off the pleural cavity, emptied 
the cyst of dead or nearly dead material with very little 
fluid. Not being sure that the material was quite dead 
or that the cavity was completely empty, it was thought 
safer to use drainage. The index finger could certainly 
be felt in the wall of the left ventricle, the muscle 
contracting on the finger. The hydatid cavity had to be 
drained across the pleural cavity, which became infected, 
and on September 8, 1932, was still draining slightly. 
The pulsation was still felt, although not so strongly as 
before, and the patient expressed herself as feeling much 
better. A radiograph showed the drainage tube in the 
cyst cavity and a small amount of fluid in the left 
costo-phrenic angle. 

Dr. Long regretted that it was not possible to show the 
patient, as she lived some distance from Bendigo. 


Nephritis. 


Dr. H. W. McIntrosu showed a male patient, aged thirty- 
five years, who had suffered from acute nephritis. At the 
time of the meeting the nephritis had become chronic. 
‘The patient was married and had two children who were 
young, but apparently healthy. The patient suffered from 
malaria in Palestine in 1918. Since then he had suffered 
from recurring attacks. His last attack, which lasted for 
three days, occurred in Bendigo in 1924. 

About twelve months ago the patient was told that he 
was suffering from a renal condition. His face used to 
become swollen and also his ankles after exercise. The 
patient was put on “renal routine” and was ordered to 
rest. He was allowed fluids in moderation and no salt, 
alcohol, bacon or red meat. The swelling of his face 
became noticeable every day. and his arms became 


‘altered blood vessels. 
detachment. 


swollen. Up to this time he had not complained of 
headaches. During at least the latter part of this period, 
for about four months before his admission to hospital, 
he suffered from albuminuria. He was admitted to 
hospital on November 9, 1931, in a distressed condition 
and with a history that for two days he had suffered 
from nausea and vomiting, together with headache and 
blurred vision. On the morning of his admission he had 
what was described as a “turn”, but what, in Dr. McIntosh’s 
opinion, was probably a uremic fit. Of this fit he 
remembered nothing, and when he recovered consciousness 
he felt very weak and could not see clearly. The action 
of his bowels was regular and his appetite was good until 
two days before his admission to hospital. He slept well 
and had no dreams. He had no frequency of micturition 
until three weeks before admission to hospital, and then 
his nocturnal frequency was pronounced. 

The patient’s subsequent history is summarized in the 
table on page 702. 

Dr. McIntosh said that Dr. H. E. Robinson had examined 
the patient’s eyes during the period November 10 to 18. 
1931. He reported the presence of acute albuminuric 
retinitis, especially in the left eye. Flame hemorrhages 
with cedema and lifting of the retina were seen, together 
with patches of deposit and exudate. In Dr. Robinson’s 
opinion this was suggestive of acute nephritis or of an 
exacerbation of chronic nephritis. Dr. Robinson examined 
the eyes a second time on September 14, 1932, and reported 
that the fundi presented pictures typical of chronic 
albuminuric retinitis. Star-shaped figures were present 
at the macule, together with patches of pigmentation and 
There was no sign of retinal 
The vision in the right eye was °/, and vision 
in the left eye was restricted to the perception of hand 
movements at a distance of one metre. 

On Februry 18, 1932, X ray examination of the lungs 
revealed definite mottled clouding of the lower two-thirds 
of both lungs, suggesting an extension upwards of a basal 
pneumonic condition. There was no indication of the cause 
of these appearances. On September 16, 1932, a second 
radiological examination revealed slight pulmonary fibrosis, 
chiefly peribronchial and basal in its distribution. 

Dr. Robinson said that the condition appeared to be 
one of acute nephritis which had become chronic. There 
was no definite information regarding causation. Possibly 
the condition was post-malarial. In this connexion Dr. 
McIntosh referred to the following statement of Manson- 
Bahr (‘‘Manson’s Tropical Diseases”, Seventh Edition, 
page 55). 


Changes in the Liver.—Like the spleen, the liver in 
malarial cachectics becomes enlarged during acces- 
sions of fever. Under the influence of a succession of 
acute attacks, hepatic congestion may gradually 
acquire a more or less permanent character. It is in 
livers of this description that a form of what is called 
“siderosis” is produced—a condition resulting from 
chemical changes undergone by the yellow pigment 
with which the various cells of the organ are charged. 
Certain clinical facts about malarial hepatic conges- 
tion and hepatitis are of importance. 


1. Such conditions do not tend to terminate in 
suppuration. 


2. They are almost invariably associated with splenic 
enlargement. 


3. Recent malarial enlargement of the liver is 
usually curable, depending as a rule on simple con- 
gestion, whereas old-standing malarial hepatic enlarge- 
ment is usually incurable, depending as it does on 
hypertrophy of the connective tissue and a cirrhotic 
condition of the organ. 

Changes in the Kidney and Heart.—Changes similar 
to those found in the liver in the course of, and in 
consequence of, malarial disease, occur in the kidney: 
in time they result in confirmed Bright’s disease. 
Hence probably the frequency of Bright’s disease in 
some highly malarious countries. 

As a consequence ... the muscular tissues of the 
heart in chronic malarials may degenerate, the ven- 
tricles dilate, and in time the lower extremities become 
cedematous. 
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The suggestion was that since the patient had malaria | years. He had seen a patient in consultation with Dr. 
in 1918 to 1924 the renal changes and perhaps the lung | Konrad Hiller about five years ago, and this patient was lo 
fibrosis might be a resultant of the conditions produced | still alive and comparatively well. Other similar cases al 
by the malarial infestation, now apparently quiescent. occurred, but, of course, the general rule was that true re 
Treatment had consisted of: (i) purgation, (ii) restric- | @lbuminuric retinitis was of very grave significance. al 
tion of fluids, (iii) restriction of diet, for example, red Dr. Harotp JAckson referred to patients living for six 
meat and meat extracts, (iv) diuresis, (v) treatment of | or more years after albuminuric retinitis had been 
local conditions, (vi) rest in bed during the first half of diagnosed. In the present case he suggested that a primary 
the period under review. sclerosis of the arteries might be the underlying cause of ye 
The patient’s general condition at the time of the the condition and the prognosis might be based on the w 
meeting was fairly good. The weak points were: (i) | Progress of this condition. hi 
hyperpiesis in a patient aged thirty-five years; (ii) defec- Dr. F. K. Norris asked whether any treatment of the w 
tive, though useful, vision, due, as Dr. Robinson thought, initial edema had been helpful. His own experience of pi 
to the effects of albuminuric retinitis; (iii) renal therapeutic measures directed to the relief of edema had te 
inefficiency, as shown by the recent urea concentration; not been gratifying, and in most cases he had discarded 
(iv) a residual pulmonary fibrosis present six months | most of the classical measures usually employed to this le 
ago during the edematous period, but partly masked at | end, such as restriction of fluids, restriction of salt intake, n 
that time. hot packs, diuretics et cetera. : n 
Dr. IvAN MAXWELL said that it was well known that the Dr. L. E. Hurtey said that he agreed with the previous . 
blood pressure in cases of acute nephritis might be very | Speakers that the patient was almost certainly suffering 
high at the beginning and later fall to normal within a | from chronic nephritis with subacute exacerbations. The ‘i 
few weeks, and that the outlook might be good so long insidious onset, the prolonged course, the high blood * 
as the whole condition was an acute one. In the present | urea, the low urea concentration and the ocular findings, tt 
case, however, the acute condition had supervened on a | @ll pointed to a chronic condition. In his opinion the 
chronic one and had apparently merged again into one of | Prognosis in albuminuric retinitis depended on the dis- He 
chronic nephritis. The ocular changes, the high blood | tinction between true albuminuric retinitis, with its star a 
pressure, the defective urea concentration and the high | figures and dense woolly patches of edema in the fundus, n 
blood urea were all factors in a grave prognosis, and, in | 0M the one hand, and arteriosclerotic retinitis on the 
Dr. Maxwell's opinion, the expectation of life was not | Other, with its small patches of edema along the course M 
more than three or four years. of the vessels. The latter type of patient might live for 
many years, but the outlook for the former type was 
Dr. M. D. Sitperserc said that he doubted whether | much less good. Regarding the effects of treatment on 6k 
malaria could have been the primary cause of the | @dema, it did sometimes happen that cdema increased int 
condition. Nephritis of malaria occurred as a rule only with an excessive intake of fluid, and in such cases it be 
as a result of severe and repeated attacks of that disease. was necessary to limit the fluid intake. “Theocine” and al 
Dr. Mark GARDNER said that it was not true that patients | “Saluogin” in properly selected cases would often give = 
with albuminuric retinitis could never live more than two good diuresis. 7 
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In reply, Dr. McIntosh said the patient had been water- 
logged eight months before. Uroxyl theocin-sodium-acetate 
and later diuretin were administered. The edema did not 
respond obviously to these. The improvement was 
attributed to the passage of time and to higher powers. 


Ununited Fracture of the Neck of the Left Femur. 


Dr. R. D. McIntosH showed a male patient, aged forty-six 
years, who was admitted to hospital on March 13, 1929, 
with a history that ten days previously a horse stood on 
his left thigh; since then the patient had been unable to 
walk or to put his weight on his foot. He had an aching 
pain all down the left thigh, much worse on attempting 
to move it and particularly affecting him in the groin. 

On examination no active movement was present in the 
left leg. Passive movement was restricted and there was 
no shortening or lengthening of the affected limb. Tender- 
ness was present in the inguinal region. Per rectum 
tenderness was elicited on pressure on both inferior pubic 
rami, more marked on the left side. 

On March 14, 1929, a radiological examination was made 
and it was reported that films of the left knee joint showed 
a slightly unusual marking on the medial tuberosity of 
the tibia, not considered to be a recent fracture, but 
perhaps the result of previous injury. A film of the left 
hip joint showed a transverse fracture through the neck 
of the left femur at the junction of the head with the neck, 
in good position and alignment. 

On April 29, 1929, the patient was out of bed and on 
May 1, 1929, he was walking on crutches. 

Periodical progress radiographs were taken. This series 
showed that union or partial union proceeded apparently 
normally, but suggested that the patient allowed weight to 
be taken by the leg before the union was strong enough, 
and that as a result the callus was broken. Dr. McIntosh 
said that whether this was correct or not, the fact 
remained that the fracture was still ununited. The 
Wassermann test had yielded no reaction. The patient’s 
general condition appeared to be fairly good and he stated 
that he could work except for the disability of his leg. 

Dr. McIntosh said that this case was submitted chiefly 
with reference to the prognosis. It appeared evident that 
no bony union would take place without surgical inter- 
ference, for example, freshening of the ends of the bone 
and possibly bone-pegging through the proximal end of the 
distal portion of the bone and the neck and head of the 
femur. The question therefore submitted was whether such 
surgical interference was justifiable. In viewing the risks 
of such operation and its possible result it had to be borne 
in mind that the patient at present was a non-economic 
unit, since he was an invalid pensioner on account of his 
disability. 


Dr. A. E. Coates said that from the skiagram it was 
obvious that there was a condition of cora vara and that 
about three centimetres (one and a quarter inches) of 
shortening was present. There was also atrophy of portion 
of the neck of the femur, which usually occurred in such 
cases. The question had been asked whether it was worth 
while doing any operation. From his experience at the 
Melbourne Hospital he would say that a bone graft was 
the procedure most likely to give good results. By this 
method a hole was bored through the great trochanter 
straight through the neck and into the head of the femur. 
A piece of fibula shaped to fit the hole was then driven 
home into the head of the femur, and active union usually 
occurred within a few months. An alternative would be 
the operative removal of the head of the femur, but in 
the present case he recommended the bone graft and 
considered that it promised a fair chance of success. 


Dr. Victor Hurey said that in the main he agreed with 
Dr. Coates. Injuries of this type were most common in 
old men and when the economic usefulness of the patient 
was doubtful it was not worth while attempting bone graft 
operations, with their attendant difficulties. In the present 
ease, however, they had a man of forty-six years, with 
some years of possible usefulness ahead of him, and he 
thought that the bone graft operation was worth 
attempting. Personally, he had not operated on a patient 
with non-union of such long standing. It was necessary 
to do the drilling and the bone grafting under direct 


observation with a portable X ray outfit, as without this 
it was quite easy to miss the correct line and to fail to 
penetrate the head of the bone. If the bone graft failed, 
or if it were decided not to operate, he would recommend 
putting the patient on a walking caliper with one stick, 
as this was preferable to crutches. Sometimes there was 
less absorption of the neck of the femur than was indicated 
by X rays, as the rotation of the limb obscured the angle 
of the neck. If there was much remaining neck, he would 
use extension to reduce the shortening before drilling for 
the bone graft. In the present case, however, he did not 
think there was enough rotation to have led to this result. 


Hyperglyczemia Associated with Raised Renal Threshold. 


Dr. M. M. PERL showed a girl, aged seven years, who was 
admitted to hospital in August, 1929. Three years previ- 
ously her tonsils had been removed. Previously she was 
healthy. She began to show signs of incipient diabetes— 
frequency of micturition, loss of weight, increasing 
appetite and general lethargy. The patient’s mother noticed 
swelling in the neck for the first time. Examination of 
urine revealed the presence of sugar. The patient was 
treated by diet at home for two years. She was admitted 
to hospital in a drowsy condition, although not comatose. 

The patient had one sister, aged six and a half years, 
who was quite healthy; one sister, aged fifteen months, 
had died of gastro-enteritis. A brother died at birth 
(instrumental delivery). 

On admission to hospital the patient weighed 18 kilo- 
grams (two stone twelve pounds). The specific gravity 
of the urine was 1-010, it was acid and contained a trace 
of acetone. A twenty-four hour specimen had a specific 
gravity of 1:010, it was acid and clear. The blood sugar 
percentage was 0-106. The Wassermann test gave no 
reaction and no organisms were obtained on attempted 
blood culture. 

The patient was placed on a six line diet with four 
units of insulin before meals. During the next few 
months the urine showed increasing and varying amounts 
of sugar with diacetic acid and acetone. 

A sugar tolerance test was done on July 17, 1930, and 
gave the following results at half-hour intervals: 0-210, 
0-270, 0-321, 0-608, 0-627, 0-642. The patient became semi- 
comatose in December of that year and responded to 
glucose and insulin. Her weight steadily increased and the 
urine remained sugar-free. During the greater part of the 
net six months she had an eight line diet with ten 
units of insulin before each meal; the urine showed a 
trace of sugar and acetone and was free of diacetic acid. 

During August she became comatose and was given 
150 units of insulin at hourly intervals; 75 units of 
glucose were given intravenously. During the following 
twenty-four hours she received 250 units of insulin intra- 
muscularly. The urine was Jloaded with sugar, and 
diacetic acid and acetone were present. Repeated blood 
sugar estimation revealed drops of from 0-500 to 0-232. In 
the next twenty-four hours she received 200 units of 
insulin with 100 of glucose, and the blood sugar percentage 
fell to 0-128. The urine contained a trace of sugar, a 
trace of acetone, slight albumin, and was free of diacetic 
acid. In the next twenty-four hours the blood sugar 
dropped to 0-084; the urine was sugar-free, with a trace 
of acetone. 

For the next month the patient had forty units of insulin 
with a six line diet; the urine was sugar-free, but contained 
a trace of acetone. The blood sugar percentage was 0-138. 

At the end of 1930 she was on a seven line diet with 
twenty-five units of insulin; the urine contained a trace 
of sugar and acetone. The blood sugar percentage was 
0-130. The patient’s weight was increasing; it was 23-4 
kilograms (three stone ten pounds). In May, 1931, she 
was getting seven lines with twenty units of insulin (10, 
5, 5), the urine was sugar-free, but contained a trace of 
acetone. The blood sugar percentage was 0-132. The 
patient’s weight was 23 kilograms (three stone nine 
pounds). 

In July she suddenly became comatose. The blood sugar 
percentage was 0-404. She responded to insulin and 
glucose. Her diet was eight lines with sixty units (20, 
20, 20) of insulin, and the urine was sugar-free. Her 
weight was 26-5 kilograms (four stone three pounds). 


| 
| 
| 


704 THE MEDICAL JOURNAL AUSTRALIA. 


Decemper 1932. 


In November, 1931, the urine was sugar-free, but every 
week the blood sugar was steadily rising. Insulin dosage 
was increased to thirty units three times a day. 

On December 3 the urine was sugar-free, a trace of 
acetone was present. The patient suddenly became 
comatose; the blood sugar was 0-518. She was given 
insulin and glucose intravenously with orange drinks. 
The blood sugar on December 8 was 0-251. The urine 
contained 1% sugar and a trace of acetone. 

For the next three months the patient carried on with 
a nine line diet and 30, 35, 30 units of insulin. The blood 
sugar percentage rose to 0-345; the urine was sugar-free; 
a slight trace of acetone was present. The patient was 
quite healthy. Her weight was 28-3 kilograms (four stone 
seven pounds). 

In April the blood sugar percentage was 0:562. The 
patient was quite healthy. The urine was sugar-free, con- 
tained a slight trace of acetone, but no diacetic acid. 
Insulin dosage was increased to forty-five units three times 
a day. The urine now began to contain sugar. 

On April 20 the blood sugar percentage was 0-604; 2% 
of sugar was present in the urine. Insulin was increased 
to fifty units three times a day. 

The patient became comatose on April 30. She was 
given sixty units of insulin intravenously. Twenty-four 
hours later the blood sugar percentage was 0-240. The 
urine contained 2% sugar. Weekly blood sugar estimations 
again revealed a steady rise; on May 20 the percentage 
was 0-592. The urine was sugar-free (laboratory tested). 

The patient now began to become restless at night and 
had several epileptiform fits during the next few nights. 
She was given “Luminal’, 0-06 gramme (one grain) twice 
a day, with excellent results. The blood sugar percentage 
then commenced to drop and remained steady around 
0-230, with urinary sugar varying from a trace to 1%, 
with a trace of acetone. 

The fits were entirely under control now and blood 
sugar remained steady. Insulin was decreased gradually. 
During July the patient was on a three line diet with 
fifteen units of insulin three times a day. The urine 
contained 1% of sugar to a trace. During August the 
blood sugar percentage was steady at 0-221. The urinary 
sugar varied from a trace to 1%. 

Dr. Per] said that during the past three months the 
blood sugar was gradually increasing. Insulin dosage 
was increasing proportionately. It now contained 1% 
sugar, was acid, had a specific gravity of 1-040, and con- 
tained a trace of acetone. The patient’s weight was rapidly 
increasing. 

Dr. Perl drew attention to the following points of 
interest: 

1. After treatment with insulin for some years there 
was a condition of hyperglycemia associated with raised 
renal threshold. This existed apparently without cardio- 
vascular or renal complications. 

2. The temporary effect of “Luminal” in reducing blood 
sugar was apparently due to its depressant effects on the 
nervous side with lowering of the basal metabolic rate. 

3. The patient was showing gradual increase in size of 
the thyreoid gland; the enlargement was uniform. The 
gland was firm and no nodules were palpable. Apparently 
there were no cardio-vascular complications. Dr. Perl 
wondered whether the thyreoid was sharing in a general 
endocrine upset. 

4. The patient’s mental condition was well up to the 
average. During her stay in hospital the patient had 
had measles, clinical diphtheria, catarrhal jaundice and 
colitis as intercurrent infections. These infections occurred 
when the patient was apparently under control as regards 
her diabetes and had no relation to any attacks of coma. 


Dr. F. K. Norris said that the history of the patient 
was inexplicable in some respects. A rising renal threshold 
was a usual finding in such cases, but he had never seen 
a case in which the threshold fluctuated as was reported 
in the present one. The sudden exacerbation of sugar 
excess could not always be explained by some dietetic 
indiscretion, but seemed in some cases to be due to 
factors as yet unknown. Owing to the prolongation of 
life by the use of insulin, it was not uncommon to see 


among diabetic children cases of cataract and arterio- 
sclerotic changes. Formerly, diabetic children died before 
these conditions had time to develop. Now their lives 
were prolonged, and so changes of the adult type were 
more commonly seen. 


Dr. IVAN MAXWELL congratulated Dr. Perl on the excel- 
lent work done in the care of his patient, and also on 
his records and presentation of them. He also was sur- 
prised at the fluctuation in the renal threshold, and he 
asked what method had been used for estimating the blood 
sugar. McLean’s method was very accurate, and when 
used according to the original directions no doubt of its 
reliability should arise. 


Dr. L. E. Huriey congratulated Dr. Perl on his care 
and thoroughness. Dr. Hurley also was unable to explain 
the fluctuating renal threshold and thought that it must 
be due to a variation in the reagents used, or, if these 
were constant, to some fluctuation in the blood flow through 
the kidney. It was unwise to treat any diabetic child on 
a diet containing less than 100 grammes of carbohydrate 
per day. The dangers of diabetes were more from the 
defect of fat metabolism than from that of carbohydrate 
metabolism. 


Dr. A. P. DeRHAM, in commenting particularly on the 
association of thyreoid enlargement with diabetes in the 
present case, said that at a recent meeting of the Melbourne 
Pediatric Society Dr. Lionel Hood had described a patient 
of his own, a young woman, with diabetes, who 
developed thyreoid enlargement with signs of thyreoid 
intoxication. She had been on insulin for some time for 
her diabetes and she was treated for her goitre with small 
doses of Lugol’s solution daily. Her thyreoid symptoms 
improved and, to the surprise of those concerned, her 
sugar tolerance also improved, and for some weeks up to 
the time of his report she had been stabilized on a satis- 
factory diet without the use of insulin, but continuing 
with her daily iodine drops. In view of this Dr. Derham 
considered it would be advisable to try the effect of small 
doses of iodine on Dr. Perl’s patient. With regard to the 
carbohydrate balance in young children, he (Dr. Derham) 
had found that it was necessary to maintain a glucose 
fatty acid ratio of about four to one in a diabetic child 
whose diabetes had commenced at the age of eight and a 
half months. He had presented this case at a recent 
meeting of the Pediatric Society and the child was doing 
well at the age of seventeen months on about eighteen 
units of insulin per day. It had been found necessary to 
feed this baby on a diet more or less normal for her 
age, except that the fat content had been low. The child’s 
metabolic balance had practically determined what diet 
could be given, because the smallest deviation in any 
direction from the optimum diet had led immediately to 
a disturbance in balance—one drachm more sugar in 4 
day would lead to a strong positive sugar reaction in 
the urine; one ounce less of milk mixture would lead to 
failure to gain weight; half a teaspoonful of egg yolk or 
a little less skimming of the milk would lead to strong 
positive acetone reaction; a little less insulin also would 
lead to positive sugar reactions; one unit too much insulin 
might cause a hypoglycemic reaction, and, finally, a little 
too much sugar covered by insulin would cause an exces- 
sive gain in weight. As far as could be seen, so far the 
renal threshold had not risen, but during the whole 
period of treatment the child could be said to have been 
on a knife-edge of metabolic balance. With regard to the 
fits which had occurred in Dr. Perl’s patient, the history 
did not suggest that they were due to hypoglycemia, but 
it had to be remembered that in some children true hypo- 
glycemic reactions did simulate epileptic fits. 


Dr. D. R. L. Stevenson described a monograph by Eason 
on the treatment of toxic goitre with insulin, in which he 
claimed good results. Some diabetic patients treated on 
high carbohydrate diet improved and their glucose 
tolerance also improved. 

Dr. H. G. LoveHRAN suggested that the relationship 
described by Dr. Derham between the exophthalmic goitre 
and diabetes was of the nature of the well known harmful 
effect of any intercurrent local disease on the course of 
true diabetes. 
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In reply, Dr. Perl said that there was no doubt of the 
accuracy of thé blood sugar estimations. They had been 
carried out by Dr. R. D. MeIntosh in the local branch 
of the Commonwealth Serum Laboratory, using the 
Hagedorn-Jensen method, and the results had been checked 
in every case by controls which fixed the zero point in 
each series. Dr. McIntosh and he were quite satisfied that 
the laboratory findings were reliable, and, with the other 
speakers, he was quite unable to explain the extraordinary 
fluctuation. 

(To be continued.) 


— 


Mbituarp, 


VALIANT ALFRED FFROST. 


WE regret to 2 nounce the death of Dr. Valiant Alfred 
Ffrost, which occ. “ed on November 21, 1932, at Sydney, 
New South Wales. 


FRANK MARTIN SUCKLING. 


Dr. FRANK MARTIN SUCKLING, whose death was announced 
in a recent issue of this journal, was born at Riverton, 
South Australia, in April, 1878. He was the son of 
Martin Suckling, sometime agriculturalist of Essex, 
England. His education was begun at Saint Peter’s 
College, Adelaide; he won two scholarships and was dur 
of the College. He studied medicine at the University of 
Sydney and his name appeared in the honours list when 
he graduated in 1898. After graduation he became resident 
medical officer at the Children’s Hospital, Adelaide, and 
later became its medical superintendent. He gained some 
experience of general practice at Kadina, South Australia. 
Subsequently he went to England, where he obtained a 
Diploma of Tropical Medicine. He also obtained a 
Diploma of Public Health at the University of Sydney. 
With this record he was admirably suited for service in 
the Department of Public Health of New South Wales. 
Suckling was a trusted and conscientious officer who did 
his work without ostentation and with no desire to shine 
in the public eye. 


Dr. E. Sydney Morris writes: 


The sudden death of Dr. F. M. Suckling, who was 
regarded as in the hey-day of health and well-being, pro- 
duced a sense of tragic loss among all his colleagues in the 
New South Wales Department of Public Health. Looking 
forward to the opportunity to welcome him on his return 
from annual leave in a few days’ time, I was shocked 
to realize that his untimely death had deprived me of a 
personal friend, the department of a genial colleague, and 
the State of a valued and experienced medical officer. 

The evening prior to his departure for Adelaide I spent 
with him as his guest, when he acted the part of host 
with that natural graciousness of manner which charac- 
terized his daily life. Frank M. Suckling was a man of 
sterling character, who carried into his daily life the 
highest principles of religion and morality. Quiet and 
unassuming, he shunned publicity, but by his personal 
charm and affability he endeared himself to the whole 
staff of the department with which he was associated for 
nearly a quarter of a century. 

Apart from his professional work his interests were 
many and varied. He had an exquisite appreciation of 
music and the fine arts, loved his garden, and was an 
ardent follower of international cricket. His official 
duties were specially associated with the administration of 
the Private Hospitals Act since its inception; and he will 
be long remembered by hundreds of the nursing profession 
with whom he came into contact, for his sincerity, sympa- 
thetic assistance in meeting administrative requirements, 
and sound advice in the face of difficulties. 

Although none of us is irreplaceable in the ordinary 
mundane world, the passing of Frank M. Suckling has 
left a gap which will be difficult to fill; whilst for those 


who had the privilege to be associated with him as a 


colleague and to learn something of his personal worth, 
his memory will constitute a bond of affection and respect 
so long as life lasts. 


Correspondence. 


THE PRICE OF ETHER. 


Sir: In your issue of November 12 certain accusations 
are made by “Fairplay” under the heading of “The Price 
of Ether”. 

The writer has, in selecting his pseudonym, shown very 
poor taste, as his remarks, made in ignorance of his 
subject, display anything but fairplay tactics. 

As manufacturers of ether over a period of eighteen 
years, we desire to correct the statements that have been 
made. 

First, no alteration in the tariff on ether has been 
made in any Customs tariff—whether introduced by the 
Scullin Government or not—over the past three years 
and the price of ether has not been altered during the 
same period. 

Second, no recent combination of interests in connexion 
with ether manufacture has taken place. 

Third, the cost of the raw material used in the 
manufacture of ether is more than double the price stated. 
The process is by no means a simple one, involving an 
intricate series of distillations and purification processes 
which entail heavy losses of material. 

The inference which your correspondent wishes to be 
drawn from his statement, namely, that “One gallon of 
ethyl alcohol worth under a shilling a gallon is easily 
converted into one gallon of ether the price of which is 
over £2 per gallon” is hopelessly incorrect, and “Fairplay”, 
who, no doubt, is a deep reader and thinker, could easily 
have verified his facts before rushing into print, had he 
so desired. 

His figures regarding the price of “Kelene” are equally 
misleading, as he can prove by reference to English 


| catalogue prices and to the local wholesale houses. 


Yours, etc., 
WooLwicH-ELLiotr Co., Lop. 
L. M. Breillat, Secretary. 
83, Pitt Street, Sydney, 
November 18, 1932. 


THE FUTURE OF MEDICINE AS A PROFESSION. 


Sir: I read with interest the letter on the future of 
medicine as a profession and consider that the writer 
states the case most ably. If the average general prac- 
titioner is not to become steadily poorer for the reasons 
advanced in that lettter, something must be done hy the 
Association as a whole. 

I would venture to suggest that properly organized 
contract practice for persons with varying incomes would 
help to ease the situation. The lodges fulfil this need 
for the lower paid members of the community, but there 
are many people of this class who do not really want to 
become lodge members and simply do so for the sake of 
medical benefit. 

Many men who have incomes from £300 to £600 would 
willingly pay from £3 to £5 a year as a regular contract 
to their family doctor. Such a scheme would perhaps be 
difficult to organize efficiently, but by this means the 
doctor would have an assured income and the middle 
class man would not rush into a public hospital to avoid 
the crippling expense of serious illness. 

Also it would pay us to keep our clients well, and we 
would not feel that our success in the line of preventative 
medicine was depriving our children of their daily bread. 

If we continue to assert that people must pay us 10s. 6d. 
or nothing for a visit, I fear that an ever increasing 


| number will choose the latter sum. 


| 
| 
| 


Yours, etc., 
AN AVERAGE GENERAL PRACTITIONER. 


Undated. 
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Proceedings of the Australian Medical 
Boards. 


VICTORIA. 


THE undermentioned have been registered, pursuant to 
the provisions of Part I of the Medical Act 1928 of Victoria, 
as duly qualified medical practitioners: 

Parer, Anthony Joseph, M.R.C.S. (England), L.R.C.P. 
(London), 1929, 297, Mont Albert Road, Surrey 
Hills, E.10. 

Barrett, Edward Harvey, M.B., B.S., 1932 (Univ. Mel- 
bourne), Lalbert, Orrong Road, Armadale. 

Bolton, John Henderson, M.B., B.S., 1932 (Univ. 
Melbourne), 400, Wattletree Road, East Malvern, 
S.E.5. 

Hasker, William Edward, M.B., B.S., 1929 (Univ. Mel- 
bourne), Winyeh Street, East Malvern, S.E.5. 


Additional diploma registered: 
Fitzpatrick, David Imrie, F.R.C.S. (England), 1930. 


NOTICE. 


THE first annual general meeting of the Council for 
Mental Hygiene for New South Wales will be held at 
the rooms of the Highland Society, 89, Phillip Street, 
Sydney, on December 5, 1932. An address will be given 
by Mr. Alexander Thompson, Secretary of the Child 
Welfare Department, on “Some Problems of Adolescence”. 
Medical practitioners are invited to be present. 


Books Received. 


THE PRACTICE OF BIRTH CONTROL: AN ANALYSIS OF 
THE BIRTH CONTROL EXPERIENCES OF NINE 
HUNDRED WOMEN, by E. Charles, M.A., Ph.D.; 1932. 
London: Williams and Norgate, Limited. Demy 8vo., pp. 
190. Price: 10s. 6d. net. 


AITH et +e ITS USES AND LIMITATIONS, by A. C. 
M.D., Ch.B., with introduction by 
1932. London: Longmans, Green and 

Crown 8vo., pp. 105. Price: 2s. 6d. net. 


WBedical Appointments. 


Dr. I. G. M. Halley (B.M.A.) has been appointed an 
Official Visitor to the Mental Hospital at Parkside, South 
Australia, under the provisions of the Mental Defectives 


Act 1913. 


Medical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, page xiv 


BRISBANE MATER CHILDREN’S HospitAL, BRISBANE, QUEENS- 
LAND: House Physician, House Surgeon. 

Devon Hospirar, Latrrope, TASMANIA: House 
Surgeon. 

Launceston Hospirat, LAUNCESTON, TASMANIA: 
Resident Medical Officer (male). 

PertH HospiraL, PertH, WESTERN AUSTRALIA: Resident 
Pathologist and Biochemist. 

Royat Mepicat Corps: Medical Officers. 


epevical Appointments: Important Motice. 


practition: not to for any 
appointment in t the thout 
first a with the Honorary the Bran 
named in the first column, or with the M pereraey ef the 
British Medical Association, Tavistock Scuae, London, W.C.1. 


APPOINTMENTS. 


Australian Natives’ Association. 

Ashfield and Bi United Friendly 
Societies’ D: a 

— jiendly Societies’ Dis- 


Friendly Society at Cas 

Leichhardt united 
Friendl 
ford 

Oxfor ree ey. 

friendly Dis- 
ited. 

People’s ces ial Assurance Company 

m 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 

Australian Prudential Association, Pro- 

Victoriam : Honorary prietary, Limited. 

Secretary, Medical | Mutual National Provident on. 

Societ: National Provident Association. 

Melbourn or "other, appointments outside 
ictoria. 


Brisbane Associated Friendly Societies’ 
Medical Institute. 

Mount Isa Mines 

Toowoomba Associated Friendly Societies’ 
Medical Institute 

ng, e embers accepting appoint- 

Street, Brisbane. ments and desiring to t 

to any COUNTR 
SPITAL are advised, in their own 

interests, to submit a copy of their 

— to the Council before 


Honor- 


lao Appointments in South Aus- 


Contract Practice Appointments ip 


USTRALIAN : 
207, North 
South Australia. 


Terrace, Adelaide. 


WBsSTBRN_ 
Ho 


TRALIAN : porary 
Secretary, 65 ‘Saint 


Contract Practice Appointments in 
Georg Terrace, 
‘Perth. 


Western Austra 


ZBALAND (Wel- 
lington Division): | Friendly Societ { Lodges, Wellington, 
Secretary, New Zealan 

Wellington. 


Editorial Motices. 


+ pe agyt forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tams 
pre JOURNAL OF AUSTRALIA alone, unless the contrary be 


All communications be addressed “The Hditor”, 
THs JOURNAL AvusTRALia, The Print House, 
Seamer Street, Glebe, New South Wales. elephones : 
MW 2651-2.) 
quarter and are renewable on December 31. The rates are £32 
for Australia and £2 5s. abroad per annum payable in advance. 


SuBscripTion Ratms.—Medical students and net 
receiving Tom MapicaL JOURNAL OF AUSTRALIA virtue 
membership of the Branches of the British Medical gh - 
can become subscribers to the journal by 

apps e Manager or through the usual agents and book 
sellers. Subseriptions can commence at the beginning of any 


= 
BRANCH. 
SourH Wa.ms: 
onorary Secretary, 
ae 135, Macquarie Street, 
Sydney. 
c 
| 
= 
| 
| 
Me 
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